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The University of Johannesburg (UJ) Homeopathy Health Centre (HHC) Soweto 
site, is one of only 2 homeopathic sites that operate as primary healthcare clinics in 
Johannesburg within a public healthcare type setting. Qualified homeopaths work 
exclusively in private practice. The public healthcare system is dealing with a large 
health burden and a relative shortage of staff and funding. Information on how a 
homeopathic facility operates within this setting is lacking. One of the ways to 
assess this is to gather demographic and diagnostic data for the facility and create 
patient and morbidity profiles for the community who make use of the site. 
A retrospective clinic audit was conducted for the year of 2017. Information was 
collected from 281 files for that period. Demographic data and diagnostic data was 
collated and statistically analysed. Cross tabulation was used to compare 
demographic data with diagnostic data. 
The students at the UJ HHC Soweto site consulted with 281 patients a total of 479 
times. This is an average of 1,7 consultations per patient. Patients were mostly male 
(73%) and unemployed (15%) or pensioners (31,4%). The age of patients ranged 
from 6 years old to 85 years old. Diagnoses were wide ranging and covered all body 
systems. The most diagnosed systems were the musculoskeletal system (67,6%), 
gastrointestinal system (24,6%), respiratory system (18,8%), the cardiovascular 
system (18,2%) and infectious diseases (17,8%). A portion (27,4%) of consultations 
resulted in multiple diagnoses. Many patients reported co-morbid conditions 
(54,6%). A small portion (40%) of patients reported taking conventional 
medications. 
It could be said that the UJ HHC, Soweto site operates within the community as a 
primary healthcare clinic and is utilised as a public healthcare facility would be. 
Future research should build upon the data collected and expand the profiles 
created. The study was limited by collecting and analysing data from only one year. 
Much information was also missing and not recorded by the homeopathic students. 
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1.1 Problem Statement 
Primary Healthcare (PHC) may be described as universally accessible healthcare 
services. Such services must aim to promote health, prevent disease and provide 
diagnostic, curative, rehabilitative, supportive and palliative care to patients 
(Shirwaikar, Govindarajan & Rawat, 2013). All South Africans have the right to 
have access to healthcare services (Constitution of the Republic of South Africa, 
1996). Primary healthcare underpins the public healthcare system. Healthcare is 
generally provided by the public healthcare sector free of charge to low-income 
households at government run PHC clinics. (Nkosi, Goudge, and Kahn, 2007). 
There are 113 PHC facilities in the Johannesburg Metropolitan municipality. These 
113 PHC facilities serve 1 735 764 registered patients (National Department of 
Health (NDoH), 2020a). This is an average of 15 361 patients per facility. 
According to the South African Health Review (SAHR) 2018, the public healthcare 
sector has only 0.03 family physicians per 10 000 population, while the World Bank 
has a recommendation of 3 family physicians per 10 000 population (Mash and von 
Pressentin, 2018). A 2018 article in Medical Brief estimates the number of patients 
per General Practioner (GP) at 2 457 in the government sector (Medical Brief, 
2018). The World Health Organisation (WHO) put the number of nurses and 
midwives per 10000 people at 13.08 in 2017 (WHO, 2020a). With these kinds of 
statistics, it is very apparent that there are too many patients for the number of 
healthcare workers in South Africa. 
Homeopaths are trained as primary healthcare providers but are currently not 
included in the public healthcare system. Literature has shown satisfaction with 
homeopathic treatment as well as favourable outcomes (van Wassenhoven et al, 
2014 and Pannek et al, 2019). However, very few studies within South Africa have 
profiled homeopathic patients who use homeopathy within a public healthcare type 
setting. One such setting is the UJ HHC Soweto site. 
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Morbidity profiles are used to describe patients attending a healthcare facility by 
collecting data regarding the patients’ active health concerns or problems and co-
morbidity information. A comprehensive morbidity profile together with 
demographic data provides essential information about the population to which the 
healthcare facility provides a service, which is vital for the productive management 
of the facility (Meffert et al, 2019). Morbidity profiles include data on the patients’ 
current area of complaint and co-morbidity information (Kaur et al, 2019). 
Demographic data collected in this study includes gender, age, and employment 
status. To date no information of this type has been collected and analysed at the 
University of Johannesburg (UJ) Homeopathy Health Centre (HHC) Soweto site. 
Basic demographic data has been collected by STATS SA during their census in 
2011. This data is presented in chapter 2. 
1.2 Aim of the Study 
The aim of this study is to evaluate the demographics and morbidity profiles of the 
patients who made use of the UJ HHC Soweto site for the period between January 
2017 and December 2017. 
1.2.1 Objectives 
This study aimed to achieve the following objectives: 
• To add to the available data on how many people use homeopathy in one of 
the homeopathy primary healthcare settings in South Africa; 
• To form a patient profile for the UJ HHC Soweto site; 
• To form a morbidity profile for the community who makes use of the UJ 
HHC Soweto site; and 
• To determine the various medical conditions that present to the UJ HHC 
Soweto site. 
1.2.2 Outcomes 
This study aimed to achieve the following outcomes: 
• To demonstrate the type of patient who attends the UJ HHC Soweto site; 
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• To create a demographic and morbidity profile data base for future planning 
and running of the UJ HHC Soweto site; and 
• To demonstrate the use of homeopathy within a community healthcare and 
primary healthcare setting. 
1.3 Importance of this study 
Evaluating the patient profiles and morbidity profiles of the patients who seek 
treatment at the UJ HHC Soweto site will provide insight into the value of 
homeopathy as a primary healthcare service within the public healthcare setting in 
South Africa. This may become important when discussing the inclusion or 
exclusion of homeopathy within the public healthcare system and/or within 
National Health Insurance. Including homeopathy in the public healthcare system 
would expand the scope of the practice of homeopathy as well as increase 
employment opportunities for homeopaths in South Africa. Educating the 
conventional medical community about the scope of practice and the usefulness of 
homeopathy with a PHC setting will be easier with more information from studies 
like this one. 
It is also important to know where the medical needs of the community lie when 





Primary Healthcare (PHC) clinics are the first port of call for most South Africans 
when seeking medical assistance. These have become very important points of 
contact in the current healthcare system. Keeping these clinics functioning well and 
relevant to the communities which they service is key to continuing to assist as 
many people as possible. In order to do this the clinic needs to have good, accurate 
information of the community that makes use of it. The information required for 
this is demographic and morbidity profiles (Gatrell and Senior, 1999 and Gatrell, 
2004). 
Demographic data is simple and easy to collect but provides a wealth of information 
about the community. Demographic data can be described as relating to the 
structure of a population (Merriam-Webster, 2020a), the statistical information of 
a population (Douglas et al, 2015). It can therefore be said to encompass 
information such as age, race, gender, employment status. Douglas et al. (2015) 
also stated that being able to accurately record demographic data will enable 
healthcare providers to identify risk promoting and risk reducing factors for a 
variety of diseases and conditions and to improve overall care for individual 
patients. 
The second set of data that is vital to the good functioning of any PHC clinic is that 
of the disease burden of the community that it serves. This data includes current 
acute conditions as well as pre-existing chronic conditions. The size of the burden 
of chronic conditions is vital to future planning for PHC clinics and for putting 
treatment protocols in place (WHO, 2002). According to Douglas et al. (2015) 
demographic data is key to eliminating health inequalities. They also advocate for 
electronic data collection. 
The UJ HHC Soweto site operates as a primary healthcare centre. To date, 
demographic and morbidity data have not been collected for the centre. A good 
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demographic database needs to be created in order to assess the needs of the 
community that makes use of the site. 
2.2 South African Demographics 
The most recent census was conducted by STATS SA in 2011. According to the 
latest population estimates from Stats SA, South Africa had an estimated population 
of 58.78 million people by mid-2019, with 15.2 million of those people living in 
Gauteng (STATS SA, 2019). Historically, Gauteng attracted people in search of 
gold. Since the restructuring of the provinces after the 1994 democratic elections 
Gauteng is the smallest of the 9 provinces. According to Landau & Gindrey (2008), 
Gauteng is responsible for roughly 10% of sub-Saharan Africa’s GDP, and attracts 
commerce from many parts of the world, both domestic and international. It is a 
primary intersection point for air and road transport networks, and many 
immigrants to South Africa arrive in, or pass through Gauteng. Gauteng is rather 
unique in the world in that the urban sprawl is populated by densely packed low 
cost or informal housing instead of the affluent in search of larger quieter properties 
(Joubert, 2013). Figure 2.1 shows the regions that make up Gauteng. 
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Figure 2.1: Regions of Gauteng Province (Maps of South Africa, 2009) 
 
Soweto is part of the Johannesburg Metropole but it is on the edge of the metropole 
area and outside of the city centers. It was created in the 1930’s by the Apartheid 
government as a black only settlement on the outskirts of Johannesburg. The name 
Soweto developed as an acronym from South Western Townships - SOWETO - 
and was officially used in 1963 (South African History Online, 2019). 
Figure 2.2 gives a closer view of the Soweto region. 
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Figure 2.2: Map of Soweto and Surrounds (Uber SA, 2019) 
 
Soweto covers an area of 200.03km2 and has approximately 355 331 households 
within that area. The census of 2011 concluded that there were 1.27 million people 
living in Soweto at the time, 50.38% of those people were female, while 49.62% 
were male. Dlamini, the area that the UJ HHC Soweto site is located in, is 2.19km2 
and had (at the time of the 2011 census) 16 739 people residing in it (Frith, 2011). 
For 2018, the life expectancy at birth (without Acquired Immunodeficiency 
Syndrome) was 64.5 years and 71.5 years for men and women respectively (STATS 
SA, 2018). For the period of 12 months starting 1st of July 2018 and ending 30th of 
June 2019, there were 1 171 219 births and 541 493 deaths. Only 23.4% of those 
deaths were AIDS related, as opposed to 33.9% 10 years previously in 2009 
(STATS SA, 2019). This indicates that antiretroviral programs are effective, and 
that people are living with the disease much longer and are much healthier than 10 
years ago. This is further illustrated by the slight population increase in those aged 
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35-79 years between the 2011 census and the 2016 community survey (STATS SA, 
2016a). 
Estimates indicate that in 2019, more than half (51.2%) of the South African 
population was female and 48.8% was male. Just under a third of the total 
population was estimated to be under the age of 16 and 9% were above 60 years 
old. There was a decline in crude death rate and life expectancy had increased to 
61.5 years for males and 67.7 years for females for 2019 (STATS SA, 2019). 
However, in the 15-34 year old age category there had been a significant decline in 
the population growth year on year. Figure 2.3 illustrates the change in population 
by age and gender groups from the census 2011 to the community survey in 2016 
(STATS SA, 2016a). 
 
Figure 2.3: Population Distribution by Age in Gauteng 2011 vs 2016 (STATS 
SA 2016) 
 
In the South African 15-49 year age group, approximately 19% are HIV positive, 
which may be a contributing factor to the decline in this age category. There has 
been a 1.4% increase in the >60 age group from 2002 to 2016. Considering this 
Male Female 
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statistic in conjunction with the decline in the 15-49 year age group leads to the 
conclusion that South Africa has an aging population. Gauteng carries the majority 
of this ageing population (26.1%). The consequence of an increasingly aged 
population (> 60 years of age) is an increased dependency and demand on the 
healthcare system. The dependency that arises is four-fold: limited mobility; a surge 
in non-communicable diseases (NCDs); co-morbidity and the fact that as people 
age, they may not be able to contribute to the economy (Gaziano et al., 2017). There 
has also been an increase in the 5-14 year age group since 2011. This implies that 
childhood mortality has decreased with National Department of Health (NDoH) roll 
out of infant and childhood vaccination programs, better access to primary 
healthcare and prevention of mother to child HIV infection programs (NdoH, 
2020b). This is conclusion is supported by the report from Stats SA that ‘the under 
5 mortality rate declined from 75 deaths per 1 000 live births in 2006 to 34 deaths 
per 1 000 in 2016’ (STATS SA, 2019). 
The demographic distribution of people within South Africa has largely been 
dictated by the Apartheid system which restricted the movement of ‘coloured’ 
South Africans. This has resulted in a skewed distribution of people, with many 
poorer South Africans living in high density townships on the outskirts of large 
cities. These areas frequently do not have adequate basic services, especially 
healthcare services (Katumbaa et al, 2019) 
2.3 Healthcare in South Africa 
2.3.1 A Historical Perspective  
Primary Healthcare (PHC) is not a new concept in South Africa. Its birth was seen 
in rural Kwa-Zulu Natal in 1940 in the form of the Pholela Health Centre. This 
centre was started by Dr Eustace Cluver, the South African Secretary of Health and 
Dr Harry Gear, the Deputy Chief Health Officer. They appointed Dr Sidney Kark 
to head this first state- sponsored health unit. Pholela Health Centre was intended 
to provide appropriate healthcare services to the ethnic homelands which up to that 
point had been almost totally void of healthcare services. The unit was unique and 
quite innovative for its time in that its goal was not only to provide medical services, 
but to provide holistic curative and preventative healthcare to the community which 
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it served. This included health education and health promotion. (Kautzky and 
Tollman, 2008). 
This model was so successful that it formed the basis for a national healthcare 
system that aimed to deliver integrated healthcare. The Gluckman Commission, in 
1944, released a plan for a National Health Service funded via the public tax system 
and available to “all sections of the people of this country according to their needs 
and not according to their means”. It seemed that South Africa was at the forefront 
of healthcare delivery. This was up until the emergence of the National Party and 
rise of Apartheid in 1948. With political and financial pressures mounting the plan 
finally collapsed. Centres that had been established were suddenly closed and 
healthcare professionals and workers found employment elsewhere. 
Since then a robust and dominant private healthcare sector has flourished (Coovadia 
et al., 2009). 
2.3.2 Current Healthcare  
Since the abolishment of Apartheid, healthcare has changed largely for the better. 
With the lifting of the restriction of movement laws and the dissolving of the black 
homelands (Bantustans), the government has managed to consolidate and organise 
the healthcare it provides. State healthcare is available to all persons within South 
Africa, whether they are citizens or not. This has enabled much greater access to 
care across the board. The healthcare system is not perfect, however, and many 
issues remain. Furthermore, much more needs to be done to improve equitable 
healthcare healthcare delivery to all South Africans (Maphumulo and Bhengu, 
2019). 
State healthcare is currently divided into 5 tiers (Steve Biko Academic Hospital, 





    Central Hospitals     
   Tertiary Hospitals    
  Regional Hospitals   
 District Hospitals  
Primary Healthcare Clinics 
Figure2.4: Five Tiers of State Healthcare (Steve Biko Academic Hospital, 
2019) 
According to the National Department of Health definitions (NDoH), family 
physicians and/or medical officers staff district hospitals, general specialist staff 
regional hospitals, and general specialists and/or sub-specialist staff tertiary 
hospitals (National Health Act, 2004). There are, however, large overlaps where a 
district hospital may employ specialists and offer specialist care in that particular 
field (Dell and Kahn, 2017). 
South Africa has 10 central hospitals and several specialist hospitals, which deal 
with particular categories of disease only (psychiatric, tuberculosis, tropical 
diseases, orthopaedic, rehabilitation and convalescence, chronic diseases and 
maternity (National Health Act, 2004). 
Private healthcare accounts for the majority of healthcare expenditure in South 
Africa, which is then spent on roughly 15% of the population. There are many more 
resources, financial and human, dedicated to the private sector (McIntyre, 2010). 
Eighty six percent of healthcare is provided to the population by the public 
healthcare sector. This is achieved with only 50% of the expenditure of the private 
sector expenditure (Ataguba and McIntyre, 2012). Approximately 8.8% of gross 
domestic product (GDP) in South Africa is spent on both public and private 
healthcare. When compared to higher income countries, South Africa spends more 
on its public health sector (4.3% of GDP). But there are still healthcare outcomes 
shortfalls (Bidzha, Greyling, & Mahabir, 2017). 
Both financial and human resources are lacking in the public health sector. Lack of 
accountability and ‘irregular spending’ remains a challenge, leading to poorly 
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maintained and under resourced facilities (Manyisa and van Aswegen, 2017; 
Rispel, Jager, De and Fonn, 2016). The Health Systems Trust and Skosana in 2017 
and 2018 respectively reported that there were roughly 2 457 patients to each doctor 
working in the public healthcare sector (Health Systems Trust, 2017; Skosana, 
2018).  
2.3.3 Primary Healthcare (PHC) 
Universally accessible services are at the core of any primary healthcare (PHC) 
system. These services must be able to promote health, prevent disease and provide 
diagnostic, curative, rehabilitative, supportive and palliative services (Shirwaikar, 
Govindarajan & Rawat, 2013). The South African constitution mandates that all 
persons have access to healthcare services (Constitution of the Republic of South 
Africa, 1996). However, it has been more than 20 years since the first democratic 
elections and while the South African government has largely managed to provide 
access to PHC, it is still struggling to fully fulfill this commitment (Kautzky and 
Tollman, 2008). The foundation of the South African public healthcare system is 
primary healthcare, which is provided free of charge to low-income households at 
government run PHC clinics in the public healthcare sector (Nkosi, Goudge and 
Khan, 2007). Jobson reported that the public healthcare sector had 1 doctor for 
every 4 219 people and the total expenditure was only R122.4 billion for roughly 
84% of the population (Jobson, 2015). Three years later, according to Skosana, this 
had improved to 2 457 patients per doctor (Skosana, 2018). 
PHC is a concept that forms the foundation on which healthcare is provided for 
South Africa. It is also a cornerstone for the implementation of a successful 
National Health Insurance (NHI) (NDoH, 2017). PHC is based on 8 principles: 
• Fairness, 
• Community involvement, 
• Social and economic development, 
• Promotion of health and improving poor health, and prevention and 
treatment of disease, 
• Referral networks that provide continuous care for patients, 
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• Trained groups of professionals, 
• Sufficient resources 
• Patient-centered approach (Visagie & Schneider, 2014). 
Providing optimal healthcare to patients requires that a broad spectrum of services 
be available at PHC settings. Multidisciplinary teams in PHC settings have been 
shown to be beneficial in the provision of successful healthcare (Baloyi, Van der 
Merwe and Smith, 2009). 
According to the South African National Department of Health, there are 113 PHC 
clinics in the Johannesburg Metropolitan area alone, with a further 248 PHC clinics 
throughout the rest of the province. There are 2 413 134 registered patients for the 
province. This means there are an average of 6 685 patients registered per clinic. 
These clinics are owned and run by the Gauteng Department of Health (NDoH, 
2020b). 
The mission of the National Department of Health is: 
 “To improve health status through the prevention of illnesses and the promotion of 
healthy lifestyles and to consistently improve the healthcare delivery system by 
focusing on access, equity, efficiency, quality and sustainability” (NDoH, 2019a). 
As part of providing better healthcare services to all South Africans, the Ideal Clinic 
Program (Operation Phakisa) was initiated in July 2013. Operation Phakisa seeks 
to establish in each clinic (NDoH, 2019b): 
• good infrastructure,  
• sufficient staff,  
• enough medicine and supplies,  
• efficient administrative processes,  
• and adequate bulk supplies. 
An ideal clinic is a collaborator, using policies and protocols to liaise with other 
government departments, the private sector and non-governmental organisations 




Figure 2.5: The ideal clinic conceptualisation (Fryatt and Hunter, 2015).  
 
The roll of an integrated clinical services management system is to adequately 
respond to the ever-growing burden of chronic diseases in South Africa in a well-
organised and cost-effective manner (NDoH, 2019b). 
PHC clinics serve the community in which they are situated. Anyone is permitted 
to attend a PHC clinic. The PHC clinic’s role in the healthcare system is to provide 
basic and specific healthcare services to citizens. The clinics are also responsible 
for referring patients to the correct district, regional, tertiary, or central hospital for 
specialist care (NDoH, 2019b). 
2.3.3.1 Crisis in the Healthcare System 
Following the constitutional right of every South African to be able to access PHC, 
the government has committed to enacting its Millennium Developmental Goals. 
These goals aim to improve the general health of the population (STATS SA, 2011). 
According to Dell & Khan (2017), there are disparities in how funding for 
healthcare institutions is allocated. They found that while Gauteng had the highest 
population, it is under-resourced when considering how many hospitals and 
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hospital beds are available for patients in this province. Less resource rich provinces 
like the Eastern Cape have a larger number of hospitals and beds available to 
patients. The South African public healthcare system is under-resourced, while 
under pressure to provide healthcare services to roughly 80% of the population. In 
March 2012 statistics showed that there was 1 medical doctor available to assist 
4219 people (Jobson, 2015). The workforce distribution is highly skewed, 30% of 
the medical doctors provide healthcare to 84% of the population, while the 
remaining 16% of the population is cared for by 70% of the medical doctors in 
private healthcare (Mayosi, Phil and Benatar, 2014). This results in large delays in 
treatment at government hospitals and overworked and tired staff. 
The healthcare burden in South Africa is large and is increased by an inundation of 
refugees and migrant workers. The burden of both infectious diseases and non-
communicable diseases (NCDs) or lifestyle diseases is continuosly increasing. And 
there is a severe lack of human resources to provide healthcare for this growing 
population. The number of registered medical students increased by 34% between 
2000 and 2012, with a definite demographic shift toward more black and female 
students (Mayosi, Phil and Benatar, 2014). 
During this period the number of graduating medical doctors increased by 18%, but 
the ratio of physicians per 1000 population remained unchanged due to population 
growth. A primary healthcare program was initiated by Nelson Mandela in the mid 
1990’s, to train medical doctors in Cuba. The results of this program were meant to 
be fully realised in 2018, with more than 1000 medical doctors introduced into the 
healthcare system annually. However, the program has not had the desired impact 
due to emigration of approximately 30% of domestically trained medical doctors to 
Australia, Canada, the United Kingdom (UK), and the United States of America 
(USA). South Africa’s cost versus return on investment on medical education is 
large, with many well-trained doctors choosing to practice out of the country 
(Mayosi, Phil and Benatar, 2014). 
Integrating homeopathy into the public healthcare system of a country could 
promote universal health coverage and alleviate strains placed the system 
(Manchanda, 2016). This statement could be easily be applied to South Africa. 
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Bearing in mind the extensive training that homeopathic practitioners undergo in 
South Africa, they are uniquely placed to be able to serve in assisting in the public 
healthcare sector and alleviate the pressure on the system. 
2.3.3.2 Proposed National Health Insurance 
In August 2019 the National Health Insurance (NHI) Bill was published for public 
comment by the Minister of Health. The bill seeks to “To achieve universal access 
to quality healthcare services in the Republic in accordance with section 27 of the 
Constitution; to establish a National Health Insurance Fund and to set out its 
powers, functions and governance structures; to provide a framework for the 
strategic purchasing of healthcare services by the Fund on behalf of users; to create 
mechanisms for the equitable, effective and efficient utilisation of the resources of 
the Fund to meet the health needs of the population; to preclude or limit undesirable, 
unethical and unlawful practices in relation to the Fund and its users; and to provide 
for matters connected herewith” (National Health Insurance Bill, 2019). This means 
that the NHI will be the sole controller of healthcare in the country. The NHI will 
dictate where practitioners may practice, where and how patients may access 
healthcare and how much this healthcare will cost. Healthcare practitioners will be 
restricted in what they may charge, because they will be remunerated directly by 
the NHI fund and not the patients, nor the patients’ medical aids. The NHI will also 
meet out disciplinary actions that are deemed necessary. In order to do this they 
will need to provide the legal and ethical frameworks in which practitioners and 
centres must operate. According to a statement made by the National Health 
Minister, Dr Aaron Motsoaledi, the NHI will be centred on general practitioners 
(GP’s), with many PHC initiatives being led by PHC nurses (Bateman, 2012). 
In order to do this, an NHI Fund will be established. This fund will then become 
the sole purchaser and payer of healthcare services. Persons eligible to receive 
healthcare must then register with an accredited healthcare provider.  Persons are 
eligible if they are: 
• South African citizens 
• Permanent residents 
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• Refugees 
• Inmates (National Health Insurance Bill, 2019). 
Patients must follow specific routes in order to access this care. They must first 
access care via their NHI registered primary healthcare practitioner. They must then 
also follow the referral pathways that are set out for healthcare service providers or 
establishments. Patients are entitled to receive healthcare services that are free at 
the point of care, but are paid for by the NHI Fund directly to the healthcare provider 
or establishment (National Health Insurance Bill, 2019). 
Considering that all patients must enter the system via the PHC system, a strong 
emphasis is placed on improving the quality of care at the entry point into the 
healthcare system. The NHI system will be phased in gradually in three phases over 
14 years to safeguard universal access to appropriate, efficient and high-quality 
health services (Skosana, 2015 and Petersen et al, 2016). 
2.3.4 South African Burden of Disease 
The South African health system is grappling with an ever increasing quadruple 
burden of disease of communicable, non-communicable, perinatal and maternal, 
and injury-related disorders. Both rural and urban areas are being affected by non-
communicable diseases. Most prominently affected are poorer people living in 
urban areas. This results in added pressure on all levels of healthcare services 
(Mayosi et al, 2009). 
The latest registered death statistics available from Statistics South Africa reports 
that 456 612 people died in 2016. Topping the list of underlying natural causes of 
death was tuberculosis (6.5%), followed by: 4.8% from Human Immunodeficiency 
Virus (HIV), 5.1% from cerebrovascular disease, 5.5% from diabetes mellitus, 
5.1% from other heart disease, 4.4% from hypertensive disease, 4.3% from 
influenza and pneumonia, 3.6% from other viral diseases, and 2.8% from chronic 
lower respiratory diseases (STATS SA, 2016b). From these statistics it can be seen 
that HIV is no longer the leading cause of death in the country. Chronic diseases 
like diabetes mellitus and heart disease have increased as causes of death. The 
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leading cause of death is currently from infectious diseases (tuberculosis) (STATS 
SA, 2016b). 
Recent health statistics show that 46% of women and 44% of men age 15 years and 
older are hypertensive, and 9% of women and 6% of men have normalised their 
blood pressure due to taking medication for blood pressure control (STATS SA, 
2016c). These statistics show that there is a large portion of the population that 
requires regular healthcare services and chronic medication. This alone places a 
high burden on the healthcare system. 
South Africa has formulated a 2030 National Development plan which aims to 
improve conditions across the board for all South Africans. The goals for health 
are: 
1. To raise the average life expectancy for males and females at birth to 70 
years by improving preventative and therapeutic interventions for HIV 
transmission. 
2. To improve TB prevention and treatment. 
3. To decrease maternal and child mortality. 
4. To reduce the incidence of chronic non-communicable diseases by 28%. 
5. To decrease injury, accidents and violence by 50% from 2010 levels. 
6. To initiate and complete health system reforms. 
7. To enable primary healthcare teams to provide care to families and 
communities. 
8.  To achieve universal health coverage. 
9. To fill posts with appropriately skilled, committed and competent 
individuals. (National Development Plan - 2030, 2012) 
According to Mayosi and colleagues, the burden of HIV/AIDS and chronic non-
communicable diseases is placing some of the most pressure on healthcare centres 
(Mayosi et al, 2009). 
There are several programs that are aimed at making healthcare and information 
about health more accessible. The MomConnect and NurseConnect programs link 
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pregnant women and new moms to information and advice about pregnancy and 
infant care via their cellphones. This initiative has reached 1 770 988 people 
(National Department of Health, 2020b).  
The success of this simple campaign can be seen in the decrease of the under 5 
mortality rate. Since the successful role out of Antiretroviral (ARV) medication in 
2005, the death rate from AIDS related conditions has decreased from 42.9% in 
2005 to 23.4% in 2019 (STATS SA, 2019). Many of those now diagnosed with 
HIV/AIDS may live a much longer life (Blanco et al. 2020). According to Johnson, 
Dorrington and Moolla, an increased aging population poses difficulties when 
planning for healthcare initiatives aimed at the elderly (Johnson, Dorrington and 
Moolla, 2017). 
The ‘Cheka Impilo’ campaign was launched on ‘World AIDS Day’ 2018. The aim 
of the Cheka Impilo campaign is to increase screening and testing for HIV, 
tuberculosis (TB), sexually transmitted infections (STIs) and non-communicable 
diseases. This ambitious campaign aims to start an additional 2 million people on 
HIV treatment by 2020, find the 88 000 missing TB cases annually and screen 7 
million people for non-communicable diseases within the first year (NDoH, 2019c). 
2.4 Traditional and Complementary Medicine 
Traditional medicine (TM) refers to the acquired knowledge and protocols used in 
the prevention, diagnosis and treatment of illness of an indigenous population. It is 
based on traditional and cultural traditions, beliefs and experiences (WHO, 2020b). 
Traditional medicine plays an active part in the health of many South Africans. 
Reports show that 0,7% of South African households make use of a traditional 
healer as their primary healthcare provider (STAS SA, 2019). 
Complementary medicine (CM) is used to describe any system of medicine that 
does not originate in that country, but is also not fully integrated into that country’s 
dominant healthcare system. In South Africa the terms TM and CM are often used 
interchangeably (WHO, 2020b). Homeopathy is considered CM in South Africa as 
it does not originate here and is not integrated into the dominant healthcare system 
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(HSA, 2020). Complementary medicine is also defined by legislation as “any 
substance that originates from minerals, animals or plants that is intended to be used 
in assisting the healing potential in human beings, or alleviate or prevent illness, in 
accordance with the professions scope of practice under the Allied Health 
Professions Act” (AHPCSA, 2020). 
People who wish to gain more control over their health and healthcare tend to use 
CM. Avoiding the unwanted, and often unpleasant side effects of the drugs used in 
allopathic medicine is also a strong motivator for using CM (Thomson et al, 2012). 
CM is also often used as well as conventional medicine in South Africa (Thandar 
et al, 2017). 
2.5 Homeopathy 
The use and practice of homeopathy dates back over 200 years (Nayak & 
Upadhyay, 2011). One of the most frequently used systems of CM in South Africa, 
and the third most widely used medical system in the world is homeopathy (Anick 
and Ives, 2007; Müller, Schmacke and Stamer, 2014). 
The Homeopathic Association of South Africa (HSA) defines homeopathy as: “a 
therapeutic medical system, which is based on the observation that substances that 
are capable of causing diseases of the mind or body in healthy people can be used 
in their diluted form as remedies to treat the similar disorder in someone who is ill. 
This is the homeopathic Law of Similars also expressed as ‘Let like be cured by 
like’. The word homeopathy is derived from the Greek words homoios, meaning 
like, and pathos, meaning suffering. Homoeopathic remedies are specifically 
prepared and diluted medicinal substances which are dispensed as potentised 
remedies to the patient” (HSA, 2019). 
According to Luc De Schepper, Homeopathy is a holistic treatment system that 
does not solely focus on the disease, but rather focuses on, and takes into account, 
the patient. It is the patient who is experiencing a disease as a whole (De Schepper, 
2011). 
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2.5.1 Historical development and spread of Homeopathy 
Homeopathy was founded by German physician Christian Friederich Samuel 
Hahnemann, in 1790. He was well read and had strong misgivings about the 
healthcare system of that time. Hahnemann had been formulating ideas, based on 
the writings of Hippocrates, Paracelsus and later Cullen. Hahnemann had been 
experimenting for some years before this. At the time the medicine of the day was 
crude, underdeveloped and often fatal to the patient. Hahnemann was a great 
researcher and strove to create a more comprehensive and gentler method of 
providing relief and cure, by experimenting with numerous substances and 
preparation methods like grinding, diluting and shaking, which he referred to as 
potentization (Bellare et al., 2010). He based the system of Homeopathy on 4 basic 
principles: 
1. Provings of remedies on healthy individuals. 
2. Prescribing according to the principle of similimum. 
3. Prescribe only a diluted and potentised remedy. 
4. No polypharmacy; prescribe one remedy at a time. 
Successive provings were conducted among Hahnemann and his colleagues. The 
information was collected and formed the Homeopathic Materia Medica which is 
still being expanded today (Eizayaga, 1991). The Homeopathic Materia Medica is 
used to match the symptoms of the patient to the remedy to produce the similimum 
(Riley, 2012). 
Hahnemann went on to publish the Organon of Medicine in 1810. In the Organon, 
he explained his various theories of homoeopathy and homoeopathic remedy 
preparations. He also described the responsibilities of the practitioner as well as 
those of the patient. The Organon of Medicine was revised 6 times during 
Hahnemann’s life (Ernst, 2016). In 1834, Hahnemann moved to Paris and 
introduced the French to homeopathy, where it soon became widely popular. 
Hahnemann had various students and colleagues who have assisted in developing 
homeopathy as we use it today: 
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• In the United States of America, Constantine Hering was responsible for 
creating a surge in homoeopathy in 1833. Homeopathy was soon more 
popular in the USA than anywhere else in the world. He also contributed to 
homoeopathic philosophy by developing the Laws of Cure.  
• James Tyler Kent also pioneered homoeopathy. He devised the repertory, 
which is still used as an assistant in the remedy selection process.  
• In 1832 Frederic Harvey Foster Quin introduced homeopathy to the United 
Kingdom. In 1850, Quin opened the Royal London Homoeopathic Hospital. 
The hospital is still in existence although now renamed the Royal London 
Hospital for Integrated Medicine. 
• Johann Martin Honigberger, from Germany, introduced homoeopathy to 
India in 1839 after meeting Hahnemann in Europe. India is currently one of 
the largest consumers of homeopathy worldwide (Ernst, 2016). 
2.5.2 Homeopathic Principles 
The practice of homeopathy is based on several principles set out by its founder 
Samuel Hahnemann and his contemporaries. The prescription of homeopathic 
remedies is based on various principles (Ernst, 2016).  
2.5.2.1 The Principle of the Law of Similars 
German physician, Dr Samuel Hahnemann (1755– 1843), stated in the Organon of 
Medicine ‘Let like be cured by like’. This is the first principle that governs 
homeopathy. The statement implies that a person experiencing symptoms can be 
treated and cured by doses of a substance (mineral, animal or plant) which is 
capable of producing similar symptoms in a healthy person (De Schepper, 2011, 
Bellavite et al., 2015; Ernst, 2016; Owen, 2015). In homeopathy, this Law means 
the same thing: disease states are treated by infinitesimal (tiny or minute) doses of 
the substance that produces similar symptoms in healthy persons (Bellavite, 2003; 
Dörig et al., 2005; Owen, 2015). This is not a new concept: Throughout history, 
and long before the development of homeopathy several famous healthcare 
practitioners wrote about this principle. Hippocrates wrote, “By similar things a 
disease is produced, through the application of the like, it is cured” and Paracelsus 
also declared, “Sames must be cured by sames” (Ernst, 2016).  
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2.5.2.2 The Principle of Individualisation 
The second principle applies to individualised treatment. The peculiar and specific 
symptoms of the illness, which are outwardly expressed by the patient, should be 
used when finding the most accurately matched remedy. This match is then called 
the ‘simillimum’. The correlation of the medicine to the patient should be holistic, 
and take into account the characteristic symptoms and signs of the illness, as well 
as the patient’s physical attributes, personality, habits and temperament (De 
Schepper, 2011).  
This principle can also be described as the principle of the single remedy. This 
means that only one remedy which best, or exactly matches the disease picture and 
other factors must be prescribed to the patient at a time. It must be clearly noted 
how the remedy influences the patient’s disease state. The use of this principle will 
be influenced by the homoeopath’s grasp of homoeopathic philosophy, effects of 
the remedies, the homeopath’s case taking skills and how well the patient is able to 
describe the symptoms that he or she is experiencing. One of the most important 
factors is how clearly the case is understood. This makes it easier for the 
homoeopath to prescribe a single remedy or similimum (De Schepper, 2011).  
2.5.2.3 The Principle of Minimum Dose and Potentisation 
The third principle is the use of the minimum dose and potentisation, which 
involves serial dilution and succussion of the original substance in order to reduce 
the toxicity and enhance the healing properties (De Schepper, 2011). In essence, 
homeopathic treatment seeks to cure the patient by describing as closely as possible 
the symptoms they are experiencing and matching those with symptoms produced 
by a highly diluted remedy on a healthy individual. 
The principle of the minimum dose also explains that the effects of remedies are 
increased by administering them in infintesimal doses. Homoeopathic remedies 
may be prepared by a process of dilution and succussion (potentization) and/or 
trituration. Many of the substances used to make homeopathic remedies are toxic if 
taken as crude substances, so this method was used to negate the toxicity of these 
substances. Later it became evident that this method of preparation was involved in 
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the increased sensitivity of the biological and physiological systems at various 
levels of organisation of the organism, as well as the complex systems of 
haemodynamic regulation (Bellavite et al., 2015; Ernst, 2016). 
The concept of minimum dose is thought to alter how the body responds to the 
remedy. Low doses of remedies may intensify their effects but lower the occurrence 
of adverse effects. The Arndt-Schultz Law of biochemistry demonstrates that small 
doses of a substance stimulates activity, medium doses suppress or inhibit activity, 
while high doses will abolish activity (De Schepper, 2011; Owen, 2015). 
2.5.2.4 Hering’s Law of Cure 
During his practice, Constantine Hering developed guidelines, called Hering’s 
Laws of Cure. Homeopaths now use these guidelines to observe and evaluate the 
patient’s response to treatment. According to Hering’s Laws of Cure, symptoms 
should recede from top to bottom, from internal to external organs, move from vital 
to less vital organs, and symptoms should return and then resolve in reverse order 
of appearance (De Schepper, 2011).  
2.5.2.5 Provings 
The concept of provings are the foundation of homeopathy. Provings are conducted 
by testing the action of the chosen remedy on healthy individuals. This concept was 
developed by Samuel Hahnemann as he was developing his knowledge and theories 
of homeopathy. The basic guidelines and principles were laid out in the Organon 
of Medicine, aphorism 106. Hahnemann’s principles have been improved upon by 
various authorities and international bodies such as the Homoeopathic 
Pharmacopoeia Committee of United States (HPCUS), the European Commission 
of Homoeopathy (ECH) and Liga Medicorum Homoeopathica Internationalis 
(LMHI). Modern provings are now governed by a legislative framework, set out by 
the Central Council for Research in Homoeopathy (CCRH), for the methodology 
of the research, the choice of participants, drug substance and dosage, the inclusion 
of control groups, and how the resulting symptoms are recorded and analysed in 
order to produce the highest standard of research (Haselen et al., 2015). 
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Provings or trials may be conducted using single remedies in various crude or 
potentised forms. Trials are conducted as scientific research. These are double-
blind, randomised and placebo-controlled trials. Participants include both sexes and 
are divided into a control group and an experimental group. Since the proving is 
conducted as a double blind trial neither the participants nor the researcher are 
aware of which group they are in. This is an essential feature of the proving, not 
only as scientific research but to ensure that the results are accurate and significant 
(Haselen et al., 2015; Mishra, 2013). 
Trials are multi-staged. There are four stages to each trial: 
1. A run-in period. This lasts 2-4 weeks. In order to participate in the trial each 
prover must be willing to meticulously comply with daily note-taking 
concerning their health. Changes in a provers health status and baseline 
characteristics are recorded in a specific ‘provers day book’ (Albrecht et al., 
2010; Haselen et al., 2015). 
2. The intervention period. This stage lasts only 3 days. During this stage the 
provers will receive and take their allotted medication. Clear instructions on 
medication administration and specific prover codes accompany each batch 
of medication. Provers are instructed to take 4 pills, 4 times per day, at 4-
hourly intervals, for 3 days. Provers must record any changes in their health 
status and the appearance of any symptoms. At this point the provers cease 
to take the medication whether they have finished the batch of twelve or not 
(Haselen et al., 2015). 
3. The follow-up period. This commences once symptoms or health changes 
arise in the prover. Daily check-ins are performed with the researcher for as 
long as symptoms persist (Haselen et al, 2015). 
4. Final post-trial medical examination. This occurs 2 weeks after a 30 day 
‘wash out’ period. The wash out period starts once all symptoms have 
ceased. This ensures that all symptoms have truly disappeared and the 
prover is back to their normal health (Haselen et al., 2015). 
Detailed notes and symptoms from each prover are then analysed and collated into 
various subsets: time of appearance, location, sensation, modalities, concomitant 
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symptoms, extension of the symptoms and other characteristics. Clinical 
examination findings are also recorded. Once symptoms are compiled, a qualitative 
analysis is performed to assess the frequency of occurrence of the symptom, the 
specific characteristics and intensity of the symptom, the daily repetition of the 
symptom, and the repetition of the symptom throughout the trial (European 
Committee of Homeopathy, 2014; Haselen et al., 2015). 
2.5.3 Differing practices of homoeopathy  
It is central to the practice and success of homeopathy that the practitioner finds a 
remedy that mirrors the symptoms of the patient as closely as possible in order to 
bring about a positive change in the disease, and finally cure (Müller et al., 2014). 
The practitioner is therefore tasked with following up with the patient in order to 
observe and track their progress. The homeopath is able to evaluate any changes in 
the disease, the development of new symptoms, changes in modalities, individual 
peculiarities, personality factors and how the patient reacts to stresses (Davidson & 
Jonas, 2016).  
There are different ways of arriving at the simillimum;  
• Classical homoeopathy strictly adheres to Hahnemann’s principles and 
teachings. Using this system, every patient is prescribed only one remedy at 
a time. The physician then waits and watches, to evaluate how the remedy 
influences the body and how the patient reacts.  
• Clinical homoeopathy may make use of one or more remedies at a time. 
Complexes are commonly used in over the counter homeopathic medicines. 
Treatment is then based on guiding symptoms and a diagnosis, instead of 
unique and rare symptoms from the patient. 
• Complex homoeopathy makes use of several of remedies combined into a 
single prescription to treat the most common symptoms of a given condition 
(Ernst, 2016).  
Samuel Hahnemann states in his Organon of Medicine, Aphorism 1, that “The 
physician’s high and only mission is to restore the sick to health, to cure, as it is 
termed.” He went on to elaborate that cure should be rapid, gentle and permanent. 
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It should restore health and remove and annihilate the whole disease in the shortest, 
most reliable and harmless way (Hahnemann, 2015). 
The 1944 National Health Services Commission or Gluckman Commission, which 
advised upon the provision of an organised National Health Service, made reference 
to the modern scientific concept of health, “which indicates not only absence of 
disease but a maximum degree of physiological and mental efficiency. It embraces 
the evolution of our knowledge regarding the factors which make or mar human 
health and happiness.” This is remarkably like the homeopathic philosophy to 
pursue cure, not just palliation (Phillips, 1993). 
2.5.4 History of Homeopathy in South Africa 
Homeopathy arrived in South Africa towards the end of the 1820s along with 
European missionaries, mostly Germans. Dutch settlers may have also been among 
the first to introduce the practice to South Africa. There are very few known reports 
of homeopathic practitioners before the 1930’s (Gower, 2013).  
By the 1840s a few pharmacies stocked, and would prescribe, homeopathic 
remedies. The earliest record of this was from John Pocock, who owned numerous 
pharmacies in the Cape Town region in 1847. By 1850, large quantities of 
homeopathic medicines were being imported. John Pocock then wrote to the UK 
requesting that a homeopath to be dispatched to South Africa. Numerous 
practitioners then began arriving and practicing homeopathy in South Africa. After 
the 1858 publication of a popular Dutch work on homeopathic medicines, 
homeopathy began to grow further (Prinsloo, 2009).  
Homeopathy then spread to other areas of the country, mostly Kimberly, 
Bloemfontein and Johannesburg, and even into Zimbabwe. Shortly after 1941, 
Willem Last opened the first homeopathic pharmacy in the Transvaal. In 1949 
Barbara MacFarland founded The Homeopathic Society of South Africa. The first 
formal course for professional homeopaths was developed by Dr William (Bill) 
Henry Lilly who had moved to South Africa from London, UK in 1951. The first 
group of non-medical homeopathic practitioners was produced 2 years after the 
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inception of the course. Dr Lilley was instrumental in the formation of the South 
African Naturopathic and Homeopathic Association (Lilley, 2008).  
During the 1950s both medical and non-medical homeopaths were seeking to 
establish a framework for greater advancement of the profession. By 1956, the 
Lindlahr College was officially established which offered a four-year part-time 
course. The college afforded students a qualification in Homeopathy (D. Hom), 
Naturopathy (N.D.) and Osteopathy (D.O.) under the tutelage of Dr Bill Lilley, 
Tom Watson and other co-teachers (Gower, 2013).  
The Homeopathic Medical College of South Africa was established in 
Johannesburg. The three existing schools (Lindlahr, South African Faculty of 
Homeopathy and The Homeopathic Medical College of South Africa) were all 
registered with the Ministry of Health in South and South-West Africa. This 
allowed graduates to practice homeopathy in South Africa. By 1982 all 
homeopathic colleges were officially closed by the government in an effort to ‘weed 
out’ the many colleges which were of lesser repute and standardise education 
(Gower, 2013).  
A registration procedure was developed for all of those who had qualified and were 
in practice, but no new practitioners were allowed to register. The Chiropractors, 
Homeopaths and Allied Health Services Professions Act was passed in 1985. The 
Act established Chiropractors, Homeopaths and Allied Health Services Professions 
Council of South Africa as one of the five Health Professions Councils in South 
Africa. This council also provided the educational guidelines for new programs to 
be developed (Gower, 2013).  
The Technikon of Natal was the first to open a homeopathic course in 1987. The 
Technikon provided students with a five-year, full-time, medico-science course, 
based on the medical curriculum. Students then graduated with a Masters’ degree 
of Technology in Homeopathy. The Technikon Witwatersrand offered a similar 
course in Homeopathy in 1993 (Prinsloo, 2009). These courses are still offered by 
DUT, and UJ (Prinsloo, 2009). 
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The Chiropractors, Homeopaths and Allied Health Services Professions Act 
changed to become the Allied Health Professions Act in 2000. Under this 
reformation it was made compulsory for all homeopaths and medical practitioners 
who practiced homeopathy to register under the title of homeopathic practitioner 
with the Allied Health Professions Council of South Africa (AHPCSA) (Gower, 
2013). 
2.6 Homeopathy Worldwide 
Homeopathy as a system of medicine is used extensively across the world (Das, 
2005). According to the Homeopathy Research Institute (HRI) (n.d), an estimated 
200 million people use homeopathy regularly worldwide. 
One of the largest consumers of homeopathy is India. There are more than 300 000 
registered homeopathic doctors (Ghosh, 2018) and 245 homeopathic hospitals in 
India (AYUSH, 2010). Like South Africa, only qualified and registered 
homeopaths may practice legally in India. Unlike South Africa, though, 
homeopathy is included in the national system of health and is used at PHC 
institutions (AYUSH, 2018). Homeopaths in India are governed by the Ministry of 
AYUSH (Ayurveda, Yoga and Naturopathy, Unani, Siddha and Homoeopathy). 
Roy, Gupta and Ghosh (2015), conclude that the use of complementary and 
alternative medicine (CAM) is high among both doctors and patients in India. Roy, 
Gupta and Gosh (2015) also state that most patients in their study who used CAM, 
felt that it was more effect, safer, cheaper and more readily available than allopathic 
medicines. 
In a study conducted in Germany in 2016 it was stated that homeopathy use is 
increasing in most European countries. The study assessed the profile of people 
using homeopathy for their primary medical complaint. It concluded that a typical 
patient was female, well educated, health conscious and suffered from fibromyalgia 
or depression, while patients who suffered from osteoarthritis, spinal pain or pain 
in general were unlikely to use homeopathy. People who smoked were also less 
likely to use homeopathy (Steel et al, 2016). 
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A recent survey conducted in the United States of America (USA) in 2018 found 
over 2% of adults had used homeopathy within the last 12 months. Homeopathy is 
classified as complementary and integrative medicine (CIM) in the USA (Dossett 
& Yeh, 2018). Dosset and Yeh (2018) also concluded that homeopathy could 
potentially benefit the public healthcare system. A 2017 systematic review 
identified several countries who have included homeopathy in their public 
healthcare systems- the United Kingdom (UK), France, Italy, Germany, 
Switzerland, India, Pakistan, Brazil, and Mexico. The UK and Switzerland had the 
largest use of homeopathy, according to the review (Relton et al., 2017). However, 
in 2017 the UK National Health Service (NHS) recommended that homeopathy 
should not be offered on the NHS (NHS, 2018). 
There is significant interest in complementary medicine (CM) and its products 
according to a study conducted in Cape Town in 2013. Most commonly, the users 
of CM were women between the age of 26-35 who had obtained a tertiary 
education. Satisfaction levels were high. CM users were mostly satisfied with the 
results from the CM products; homeopathy had a 76.7% success rate in the 
treatment of mental and/or emotional ailments (Du Plessis, 2013).  
Homeopathy, in particular, is enjoying a growing acceptance amongst the general 
public and even conventional physicians who are incorporating the practice into 
their methods of treatment. It can therefore be viewed as an integrative approach 
rather than a replacement to clinical treatments (Bellavite et al., 2015). Some of the 
increased popularity may be attributable to a rising concern about the side effects 
of prolonged conventional medicine usage and the increased awareness of the 
effectiveness of alternative medicines (TMR, 2016).  
The Maun Homeopathy Project was established in Botswana in October 2002. The 
project has partnered with local community organisations to provide homeopathic 
treatment to HIV and AIDS patients, as well as people affected by rape. The clinic 
serves over 1500 people. The project has treated over 3000 people and 300 use the 
services regularly. The clinic has become a full time and permanent service since 
2005 (Bingley et al, 2014). 
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2.7 Homeopathy in South Africa currently  
Homeopathic training in South Africa is an extensive bio-science course that covers 
anatomy, physiology, chemistry, physics and pharmacology, similar to 
conventional medical training courses in the country (University of Johannesburg, 
2017). 
According to the Allied Health Professions Act 63 0f 1982, a homeopath must be 
appropriately qualified and registered in order to practice legally within South 
Africa (AHPCSA, 2020). The Act defines registered homoeopaths as practitioners, 
and therefore affords them the right to “diagnose, and treat or prevent, physical and 
mental disease, illness or deficiencies in humans; prescribe or dispense medicine; 
and provide or prescribe treatment for such disease, illness or deficiencies in 
humans” (AHPCSA, 2020 ). 
Homeopaths in South Africa are registered as primary healthcare diagnosticians 
and are included under the primary health legislation of the National Health Act of 
2003 (AHPCSA, 2020). However, homeopaths are not included in the public 
healthcare structures (Gower, 2013). Training at either UJ or DUT affords 
graduates the skills and knowledge to practice as primary healthcare-givers 
(AHPCSA, 2020). With the prospect of the National Health Insurance (NHI) being 
discussed in government, homeopaths need to demonstrate that homeopathy is 
indeed useful in a PHC setting. The current scope of practice for homoeopaths is in 
the private healthcare sector or to be employed in the health retail and supplement 
sector (AHPCSA, 2020). 
According to Chitindingu et al, 2014, Homeopathy falls under complementary and 
alternative medicine (CAM). In South Africa traditional medicine is also included 
in this group which is then abbreviated to TCAM. TCAM is increasing in its use 
among many populations, particularly those diagnosed with chronic illnesses. In 
some instances, allopathic doctors may recommend TCAM to their patients once 
they fail to respond to allopathic treatment. There has been such a worldwide 
increase in the demand for TCAM that it has forced some medical schools in many 
countries to incorporate some form of TCAM awareness and knowledge into their 
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curricula (Chitindingu, George & Gow, 2014). The authors also concluded that the 
8 medical schools in South Africa do not have adequate course work on TCAM 
practices used within the country. 
Homeopathic students have often dedicated their research to determining and then 
understanding the general attitudes of the South African population towards 
Homeopathy. One of the ways this has been done is to use the living standard 
measure (LSM). The LSM is a grouping tool often used in South Africa, as it 
disregards most demographic variables like age, race and gender, and divides 
people instead, according to their standards of living. It uses a series of questions 
on owned household assets, with the resulting data being calculated to provide a 
household’s LSM value. Each household will then fall into one of 10 LSM classes, 
with class 10 being the highest living standard with the most number of valuable 
owned household assets and class 1 being the lowest LSM with very few household 
assets (South African Audience Research Foundation, 2017). In 2007 Manga 
showed that LSM classes 7 and 8 (the higher middle socioeconomic class) had a 
general uncertainty about homeopathy, especially regarding general awareness, 
usage, and as a medication, while LSM classes 9 and 10 (of the high socioeconomic 
class), had a greater awareness of homeopathy. Both Manga (2007) and Holgreaves 
(2007) concluded that although homeopaths are perceived to be well trained, the 
participants would still prefer to consult with medical practitioners in general. 
These results also showed that LSM classes 2-6 had a lower awareness of 
homeopathy than LSM classes 7-10. Participants were unlikely to visit a homeopath 
but showed interest in the availability of this treatment option in provincial hospitals 
(Holgreaves, 2007). 
Pillay (2013) conducted a survey of 100 nurses in PHC in the Ethekwini 
Municipality District. Pillay concluded that 74% of participants felt that 
homeopathy should be made available at hospitals and clinics. 69% of participants 
agreed that homeopathy should play an active role in the PHC system in South 
Africa. The nurse’s attitudes were positive as 58% said they would personally use 
homeopathy as a source of PHC. The majority of the participants (71%) felt that 
homeopathy should be available as a treatment for most conditions. 
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2.8 The Allied Health Professions Council of South Africa (AHPCSA) 
The AHPCSA is a statutory body which was established in line with the guidelines 
set out by the Allied Health Professions Act, 63 of 1982. The role of the Council is 
to administer and control all those health professions which fall under the allied 
health professions banner (AHPCSA, 2019). 
The AHPCSA’s responsibility is to advise the National Department of Health, as 
well as the Minister of Health on matters as they relate to the allied health 
professions. It is also the responsibility of the AHPCSA to communicate matters of 
public importance that arise during the course of its functions (AHPCSA, 2019). 
The AHPCSA aims to:  
• Promote and protect the health of the public;  
• Set out and manage policies relating to the professions registered with the 
AHPCSA;  
• Investigate complaints relating to the professional conduct of practitioners, 
interns and students;  
• Manage the registration of persons governed by the AHPCSA; and  
• Set standards for the education and training of future practitioners 
(AHPCSA, 2019).  
The AHPCSA has 3 divisions:  
1. The Council 
• The council functions to uphold legislation and formulate policy 
applicable to the allied health professions  
2. The Professional Boards 
• These boards provide the council with profession specific policy 
contributions and standards 
3. The Administration 
• The administration branch is responsible for the administration of the 
Council, professional boards and the professionals themselves 
(AHPCSA, 2019) 
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• Therapeutic aromatherapy 
• Therapeutic massage therapy 
• Therapeutic reflexology 
• Traditional Chinese medicine 
• Unani tibb (AHPCSA, 2019). 
2.8.1 Acupuncture 
Acupuncture uses very thin and sharp needles. These are then inserted at various 
depths in numerous points on the body. Acupuncture seeks to regulate the energy 
flow within the meridians of the body. This alternative therapy is part of Traditional 
Chinese medicine (TCM) which perceives health as a balance between two 
extremes of energy termed “yin” and “yang” (Yamini Ranchod, 2017).  
According to the National Center for Complementary and Integrative Health 
(NCCIH) (2016) acupuncture has been proven to help in ailments of:  
• Pain in the cervical and lumbar spine 
• Osteoarthritis 
• Headaches and migraine 
• Knee pain 
2.8.2 Ayurveda 
Ayurvedic medicine is one of the oldest methods of healing. It was developed over 
3000 years ago in India. Ayurvedic principles dictate a holistic approach to every 
patient. Individuals are made up of 5 basic elements: earth, air, fire, water and space. 
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When these elements combine in the human body, 3 life forces or doshas are 
formed. Space and air form the Vata Dosha, fire and water form the Pitta Dosha, 
and water and earth form the Kapha Dosha. Disease occurs when these doshas are 
not balanced (Kiefer, 2016). 
2.8.3 Chiropractic 
The Chiropractic Association of South Africa (CASA) defines chiropractic thus: 
“Chiropractic is a health profession specialising in the diagnosis, treatment and 
prevention of mechanical disorders of the musculoskeletal system and the effects 
of these disorders on the functioning of the nervous system and general health” 
(Chiropractic Association of South Africa (CASA), 2020) 
Chiropractic treatment is a ‘hands-on’ approach. High velocity, low amplitude 
manoeuvres are used to manipulate vertebral joints and realign the spine. Poor 
alignment of the joints can possibly lead to conditions like: 
• Cervical spine pain 
• Lumbar spine pain 
• Headaches and migraines 
• Sciatica 
• Scoliosis 
• Spinal disc injuries such as disc herniation 
• Sports-related injuries 
• Tendinitis 
• Pregnancy-related pain 
• Arthritis 
• Sprains 
• Joint pain 
A chiropractic adjustment realigns the joints and allows the nervous system to 
function correctly. By doing this, it enables the body to heal itself (Ambardekar, 
2017, CASA, 2020). 
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2.8.4 Naturopathy 
Naturopathy uses exclusively natural substances to treat ailments and assist the 
body in ridding itself of disease. Naturopathy may include the use of herbs, 
acupuncture, massage and exercise. It was founded early in the 1800’s and aims to 
treat the root of the disease and not only the symptoms. Naturopathy is a holistic 
treatment, where the mind, body and spirit of the patient are considered when 
treating (Lloyd, 2009). 
2.8.5 Osteopathy 
The Backcare Organization (2017), describes osteopathy as a non-invasive and 
drug free manual therapy that is focused on improving the health of the patient. This 
is achieved by the osteopathic physician by focusing on improving the body’s 
circulatory, lymphatic and nervous system. Techniques used include stretching, 
gentle pressure and resistance. These techniques are known as Osteopathic 
Manipulative Medicine (OMM). 
2.8.6 Phytotherapy 
Phytotherapy may be described as herbal medicine. The South African Association 
of Herbal Practitioners (SAAHP) elaborates on this definition by explaining that 
phytotherapy is the use of herbal medicine derived from whole or part of plants. 
Phytotherapy is a holistic and individualistic form of therapy. Single herbs or 
mixtures may be used as tinctures or teas to affect different parts or systems in the 
body. Phytotherapists aim to balance and heal the body by allowing the plant 
extracts to work as they do in nature (South African Association of Herbal 
Practitioners (SAAHP), 2018). 
2.8.7 Therapeutic aromatherapy 
Therapeutic aromatherapy uses aromatic plant extracts to promote health and well-
being. The aromatic oils, also called essential oils, are used in diffusers, bath salt, 
facial steamers and body oils and creams (Wilson, 2018). 
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2.8.8 Therapeutic massage therapy 
Therapeutic massage is a type of massage that assists in dealing with physical 
complaints. This is different from a relaxing massage that may provide a general 
relaxation. The trained therapeutic massage therapist will: 
• Assess a specific complaint 
• Propose a plan of treatment for the complaint 
• Perform the massage therapy 
• Evaluate the outcome of the treatment (Brown, 2018). 
2.8.9 Therapeutic reflexology 
Reflexology is an ancient form of healing, dating back 5000 years ago in China. 
Reflexology makes use of meridian zones, and the reflex areas they create on the 
feet, ears and hands. These reflex areas correspond to specific organs and glands 
within the body. Reflexologists apply specific techniques to the affected reflex area 
and meridian to activate the flow of energy and help to balance and restore the body 
to health (Dougans, 2007). 
2.8.10 Traditional Chinese Medicine 
Traditional Chinese medicine (TCM) has evolved over thousands of years in China. 
There are various mind and body techniques that the TCM practitioner uses to 
balance and heal the patient. These techniques include herbal medicine, tai chi, 
acupuncture as well as moxibustion (Kaptchuk, 2013). 
2.8.11 Unani Tibb 
The guiding principle of Unani Tibb is the belief that the body has a built-in ability 
to heal itself. Unani Tibb is holistic and seeks the root of the disease and not to only 
treat the presenting symptoms. There are 4 principles or philosophies that Unani 
Tibb is based on: 
• Temperament - each patient is an individual 
• Physis - the body’s innate ability to heal itself 
• Qualities - a qualitative imbalance will push the body out of harmony with 
itself 
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• Lifestyle factors - these are a possible root for disease. Adjustments to 
lifestyle can assist in restoring the body to health (Tibb, 2017). 
2.9 Homeopathic training sites in South Africa 
Both UJ and DUT have Homeopathic clinics which offer services to the public at 
greatly reduced consultation rates. There are several university run Homeopathic 
clinics in Kwa-Zulu Natal and Gauteng. In Kwa-Zulu Natal the DUT Homeopathic 
department operates clinics that are free of charge to the public at the eThekwini 
Redhill clinic, Ukuba Nesibindi homeopathic clinic (UNHC) and the Kenneth 
Gardens clinic (Pramlall, 2016). The UJ Homeopathic department runs a satellite 
training site in Soweto as well as one at the Don Bosco Primary school in Ennerdale 
(University of Johannesburg, 2020). Both these training sites operate as PHC 
clinics. 
2.9.1 Soweto site 
The UJ HHC Soweto site is funded, managed, and run by the UJ Homeopathic 
Department. It operates as a PHC facility and training centre for fifth and sixth year 
students (University of Johannesburg, 2017). 
The UJ HHC Soweto site was started in 2007, and is run as free PHC clinic for the 
communities in and around Dlamini, Moroko and Phiri in Soweto. The clinic was 
based at Nanga Vhutshilo Positive Living Centre in Morok, Soweto. In 2007 UJ 
collaborated with Nanga Vhutshilo to establish the training site as a place for 5th 
and 6th year students to gain a wide experience and practice homeopathy. The UJ 
HHC Soweto site also provided a much needed service to the surrounding 
community (Schultz, 2018 and UJ, 2020). In 2017, the training site was moved from 
the Nanga Vhutshilo Positive Living Centre. After much searching it was found a 
permanent location in 2018 at Palm Bible Church on Luvuvhu Street in Dlamini, 
Soweto (University of Johannesburg, 2020). 
Patients at the UJ HHC Soweto site are seen on a first come first served basis. It is 
open every Tuesday afternoon and on alternate Thursday afternoons The Soweto 
site is used as a training centre for the 5th and 6th year Homeopathic students 
(University of Johannesburg, 2017). All the students who consult with patients are 
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under the supervision of a qualified and experienced homeopath. Conditions treated 
at the UJ HHC Soweto site include respiratory, dermatology, musculoskeletal and 
cardiovascular disorders (Schultz, 2009 and University of Johannesburg, 2020) 
2.10 Patient profiles and morbidity profiles 
2.10.1 Patient profiles 
Thomas (2008) stated, “A profile refers to the collection and analysis of detailed 
information about the market in question” (Thomas, 2008). The intended use of the 
patient profile dictates the form that it takes. It may include a basic data dump or a 
selected portion of the data. A patient profile can be the key to identifying important 
data within that individual’s case or within a community. It can also the simplify 
analysis of a case or healthcare facility. These different applications require 
customised data collection and analysis (Hantsch & Stuelpner, 2012). A basic 
patient profile provides an overview of important characteristics of patients, 
including demographics such as age, gender, race, and occupation (Shelledy & 
Peters, 2016). This information is generally recorded when a new patient attends 
the healthcare facility and fills out a patient information form. The demographic 
data of patients attending a healthcare facility allows for better strategic planning 
opportunities and provides an overview of the success of the facility (French, 2014). 
Demographics may be defined as “a section of the population sharing common 
characteristics, such as age, sex, and class” (Collins, 2020). Patient demographics 
and characteristics can greatly impact the outcomes of clinical treatments and 
further allow the healthcare professional the ability to provide more specific 
treatments to suit specific patient groups (Mailis-Gagnon et al, 2007 and Bame 
Petersen and Wray, 1993). The collection of good-quality demographic data in PHC 
will allow the healthcare facility the ability to tailor more specific treatments to suit 
specific patient groups. This resource will only be fully realised if healthcare 
workers in PHC understand why such data are valuable and have the resources 
available to support data collection activities and then have the tools and knowledge 
needed to use the data effectively (Tarrant Wobi and Angell., 2013 and Pramlall, 
2016) A comprehensive patient profile provides valuable information about the 
patient to the healthcare facility and to the medical professional. It therefore 
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promotes the best possible experience for the patient who will then encounter an 
improved quality of service (Thomas, 2008).  
Patient demographics can also be used to predict outcomes of interventions and in 
turn, decision makers can then adjust the interventions accordingly. In 1993, Bame, 
Petersen & Wray found that during haemodialysis treatment younger patients were 
less compliant with all aspects of the treatment regime, while single patients were 
less likely to comply with protein restrictions. Low income patients were 
noncompliant with the medication regime and low income, white, male patients 
were less compliant with fluid restrictions. This illustrates the need to know the 
populations being treated so that treatment regimes may be tailored to each type of 
patient. It is also an important tool in identifying groups of patients who are at 
higher risk for certain conditions (Bame, Petersen and Wray, 1993). Ellis et al 
(2017) and McKay et al (2020) found that demographic information can be used to 
predict healthcare attendance and health outcomes both physical and psychological. 
Demographics are a simple tool that can be used in any field of medicine or 
healthcare. A study published in 2019 collected the age statistics of patients with 
traumatic brain injury in Singapore. The statistics showed that more patients were 
elderly (>60 years) and that the most common cause was motor vehicle accidents 
and the second most common mode of injury was an unexplained fall (Liew et al., 
2019). This information can be used to plan ahead, have adequate staff and facilities 
available, and to assess how to assist the patients before they become patients. 
2.10.2 Morbidity profiles 
Morbidity can be described as a diseased state or incidence of disease or rate of 
illness in a population (Merriam-Webster, 2020b). Morbidity profiles can therefore 
be described as the totality of the disease burden of individuals within a population, 
from the whole or parts of the population. The morbidity profile of a region is an 
important tool in understanding the epidemiological profile of the area. It also 
reflects the quality of life of the particular population. A morbidity profile therefore 
seeks to describe the disease burden of an individual or population (Vieira, Basano 
& Carmago, 2016). 
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Morbidity is an important factor when determining and predicting physical and 
psychological health.  These profiles enable the healthcare practitioner or facility 
to determine patterns of diseases. It is therefore also important to build a morbidity 
profile for a community in order to evaluate the general health of the community 
and to plan and provide adequate and appropriate healthcare services (WHO, 2016 
and Hernandez and Kim, 2020). 
The morbidity profile and patient profile of a given community together provide 
the details needed to assess the general well-being of the community and the quality 
of the services they have access to. This data is important for tracking progress and 
providing interventions in healthcare (Rathnayake, Wikramasinghe & 
Weerabaddana, 2019). 
2.11 Research conducted in South Africa 
Two similar clinic audits were conducted by DUT students and 2 have been 
conducted by UJ students at the UJ HHC Doornfontein campus. 
Smillie (2010) conducted an audit of the DUT Homeopathic satellite clinic in 
Ukuba Nesibindi, Kwa-Zulu Natal. The patient demographics, diagnosis and most 
common remedies prescribed were recorded and reviewed retrospectively over a 4 
year period. The study concluded that 80% of the patients were black, 60% were 
females and 40% were between the ages of 40 and 64 years old. Fifty-six percent 
of recorded visits were made up of follow-up consultations. The five most prevalent 
disease areas were infectious diseases, cardiovascular, dermatological, 
musculoskeletal and psychological disorders. Smillie (2010) recommended that 
future studies should measure patient benefit in response to the treatment to 
determine the efficacy of the treatment.  
An audit of the DUT Homeopathic satellite clinic in Redhill, Kwa-Zulu Natal was 
conducted by Pramlall (2016). This was also a descriptive and retrospective study 
where the demographic data were collected, and the disease prevalence was 
collated. New and follow up patient data was collected over a 5-year period between 
2010 and 2014. Results showed that, like the results obtained by Smillie in 2010, 
most of the patients were black females, but the most prevalent age group ranged 
 42 
between the ages of 21 and 30. The 5 most prevalent systems treated were 
respiratory, musculoskeletal, infective diseases, dermatological and gastro-
intestinal disorders. Pramlall (2016) concluded that the results obtained from the 
study imply that the inclusion of homeopathic satellite clinics in disadvantaged 
communities is beneficial and viable. The practice of homeopathy is viable 
especially because of the current challenges in the South African health system. 
Lowe (2008) analysed patient profiles at the UJ HHC for the year 2003. Similar to 
both Smillie and Pramlall, Lowe concluded that most of the patients were black 
(59%). 
Kara (2019) also analysed patient profiles and diagnostic data for patients attending 
the UJ HHC. She found that the majority of the patients were back (53%), female 
(67%) and young (37% were between the ages of 19 and 35 years old). The most 
prevalent diagnoses made were in the musculoskeletal system (24%), followed by 
the dermatological system (11%). 
In 2015, a study conducted in the Western Cape reviewed demographic and 
morbidity data for 43 state PHC clinics for 2011. Of those 43 clinics reviewed, only 
40% had a doctor attending daily. They also found that 73% of the participants were 
women, the median age was 52 years, and 75% were unemployed. The morbidity 
results showed that 73% had hypertension, 42% had diabetes, and 26% had chronic 
respiratory disease. Multiple diagnoses of non-communicable diseases were 
common. Over 80% of participants had 2 non-communicable diseases and 30% had 
more than two non-communicable diseases (Folb et al, 2015). 
Oni et al. (2015) conducted a study at a Khayelitsha state PHC clinic. They 
concluded that 22.6% of patients had multi-morbidities. The presence of multi-
morbidities presents a challenge for healthcare providers. It also highlights a need 
to re-think the current models of healthcare delivery and requires policy 
interventions to integrate and coordinate the management of co-morbid chronic 
diseases (Oni et al. 2015). 
 43 
Petersen et al. (2016) have added mental health disorders to the list of chronic 
diseases that should be addressed with the other major non-communicable diseases. 






3.1 Research Population 
The research population for this study consisted of new and follow up patients who 
consulted the UJ Homoeopathic Soweto site between 01 January 2017 and 31 
December 2017.  All file numbers for these patients were collected from the UJ 
Homoeopathic Health Centre (HHC) records. The appropriate permission to access 
these files was obtained in writing from the Head Clinician, Dr. Tsele-Tebakang 
and the Head of the Department of Homoeopathy, Dr. Razlog. (Appendix A) 
Four hundred and one files were identified for data capturing. All 401 files met the 
initial inclusion criteria of having consultation dates that were recorded as falling 
between the 1st of January 2017 and the 31st of December 2017. The files were 
identified by consulting the log sheets kept at the UJ HHC for every clinic day 
during the target time frame. These log sheets are filled in by the students at the UJ 
HHC Soweto site each day the clinic is open. The log sheets have the name of the 
consulting student, the name and the file number of the patient that they consulted 
with, as well as the time that the patient was seen. Ultimately 281 files met all the 
inclusion criteria. 
3.2 Inclusion criteria 
Files were included if they: 
• Had consultation dates between the 1st of January 2017 and the 31st of 
December 2017. 
• Had signed and dated consent forms for consultations in the given time 
frame.  
3.3 Exclusion criteria 
Files were excluded if they: 
• Had consultation dates that fell outside the target time frame. 
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• Did not contain signed and dated consent forms. Consent forms are presented 
to the patient at every consultation. Individual consultations which did not 
have the required consent form were not included. 
• Did not correspond to the correct patient. 
• Could not be found or had been misfiled. 
3.4 Research sample and collection method 
Patient files are securely stored at the UJ HHC Soweto site. To enable easy and safe 
data capture, files identified to be captured were transported to the UJ HHC on 
Tuesdays and Thursdays using the UJ transport provided to students. Information 
for the study was captured at the UJ HHC on the Doornfontein campus only. The 
files were stored in the UJ HHC file room, to then be transported back to the UJ 
HHC Soweto site when the clinic was open again. The next set of files were then 
collected and transported to the UJ HHC on the Doornfontein Campus to be 
captured and transported back on the next day that the UJ HHC Soweto site was 
open. This process was repeated until all the files had been captured. The researcher 
was responsible for drawing out all relevant files and was present during 
transportation. 
All information was captured on a spreadsheet that is password protected. The data 
from 281 files was collected for the purposes of this research. One hundred and 
twenty patient files were excluded according to the exclusion criteria: 
• Forty one of the identified files when drawn and checked did not actually fall 
within the study time frame.  
• Twenty files could not be found in the UJ HHC Soweto site file room.  
• Forty nine files did not have any consent form attached.  
• Ten files had consent forms that the patient had signed but they were not 
dated and therefore could not be included. 
A small pilot study was conducted prior to the commencement of this study in order 
to validate the design of the pre-prepared collection sheet. The data was not 
included in this study. Ten files that fell outside the collection time frame were 
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drawn at random from the UJ HHC Soweto site and captured using the pre-prepared 
collection sheet. Data capture in is manner was simple and easily analysed by the 
researcher. Mumbar and Alici (2018) discuss the collection of quantitative data as 
objective data that is easily quantified and verified. It can be evaluated by using 
mathematical techniques (Mumbar and Alici, 2018). In 2005, Jansen and colleagues 
developed guidelines for data collection from medical records. They concluded that 
a well-designed record form and detailed searching of the records being used in the 
study were essential to good data collection (Jansen et al. 2005). The collection 
sheet was amended as race is not recorded at the UJ HHC Soweto site. 
3.5 Data Analysis 
Data was captured and tabulated using a spreadsheet that was developed by the 
researcher (Appendix E). One line represented one patient. All visits for that patient 
were recorded on a single line. Numbered codes were used for ease of information 
capture. 
Data was captured under the following headings: 
• Type of consult - new consultation or follow-up consultation 
• Number of consultations 
• Number of follow-up consultations 
• Age of patient 
• Gender of patient 
• Occupation of patient - recorded under the following 6 general headings: 







• Diagnosis per visit - this data was recorded as per the diagnosis in the file 
and then converted to an area of complaint in order to limit the volume of 
different diagnoses recorded. 
• Maximum number of visits per diagnosis - the most consults that an 
individual patient required for an individual diagnosis. 
• Co-morbidities - recorded under the 5 most common co-morbidities 
identified from the latest Stats SA publications (2016): 
• None 
• Hypertension 
• Diabetes mellitus 
• Chronic Obstructive Pulmonary Disease (COPD) 
• Tuberculosis (TB) 
• Other co-morbidities were recorded individually. 
• Any conventional medication being used by the patient during the 
consultation period. 
Data was collated and analysed statistically with the assistance of the UJ statistical 
department. Descriptive analysis was performed, using frequency and descriptive 
tables (De Klerk, 2018). Further analysis to link variables was conducted using 
comparisons and cross tabulations. The following comparisons were made: 
• Age was compared with diagnosis 
• Age was compared with co-morbidity 
• Gender groups were compared with co-morbidity 
• How many patients had multiple co-morbidities 
• How many patients had multiple diagnoses in a single visit 
In order for comparisons to be made, the age category was divided and grouped 
into general age groups: 
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• 6 years - 35 years 
• 37 years - 50 years 
• 51 years - 59 years 
• 60 years - 69 years 
• 70 years - 85 years 
Ages were grouped in this manner to keep the size of the groups as consistent as 
possible for statistical analysis.  
3.6 Ethical Considerations 
Patient confidentiality was maintained by excluding any personal identifying data 
from the collection.  Only files which had a signed consent form were allowed into 
the study. Permission was obtained from the clinic co-ordinator, Dr Tsele-
Tebakang, and Head of Department, Dr Razlog, to consult the database kept at the 
UJ HHC for the file numbers in the selected time frame. Files identified for data 
capture were selected and randomly captured and assigned numbers on the 
spreadsheet. No files were allowed off the UJ premises, nor were they allowed to 
be copied. Data capture occurred at the UJ HHC only. All data collected, and any 
information related to the research has been password protected to ensure 
confidentiality. Data capturing was performed in a private room in the UJ HHC. 
Files were handled by the researcher only, therefore preventing any personal 
information from becoming public knowledge. Files were stored in the UJ HHC 
filing room while not in use by the researcher.  
The collected data will be destroyed 2 years following the completion of this 
dissertation or after publication. 
The UJ Higher Degrees Committee (HDC) and Research Ethics Committee (REC) 
clearance numbers are HDC-01-75-2018 (Appendix F) and REC-01-111-2018 






Data was collected from 281 patient files from the 1st of January 2017 to the 31st of 
December 2017. This data included demographic and diagnostic information, as 
well as the number of consultations per patient. The raw data was collected and 
captured using a collection sheet (APPENDIX C). Data was captured from target 
files identified according to the inclusion criteria discussed in chapter 3 from the 
UJ Homeopathic Soweto site only. The statistical analysis of the data was 
performed by the researcher with the assistance of UJ STATKON. The data was 
analysed using frequency and descriptive tables. Further analysis to link variables 
was conducted using comparisons and cross tabulations. (De Klerk, 2018). 
The data was then used for the following: 
• To provide a patient audit for the Soweto site. 
• To evaluate the demographics of the patients who attend the Soweto site. 
• To form a morbidity profile for the community. 
• To evaluate the disease profile of the patients who attend the Soweto site. 
4.1.1 Statistical Analysis Tools 
The data collected from the research population was analysed using SPSS software 
by the UJ statistical department. Tests used were the Fisher’s Exact test and the 
Pearson Chi-Square test (De Klerk, 2020). 
4.1.1.1 The Fisher’s Exact Test 
This test is used when using nominal variables, when the sample sizes are fairly 
small. It tests the proportions of one variable against the proportions of the other. 
Probability of getting the recorded outcomes is calculated when using this test. The 
outcome is a P-value which may or may not be statistically significant (Pallant, 
2007). 
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4.1.1.2 The Pearson Chi-Square Test 
The chi-square test is also used for 2 nominal variables. Each variable may have 2 
or more possible categories. This test will determine whether the proportions for 1 
variable are different among the values of the other variable. The outcome is also a 
P-value which may or may not be statistically significant (Pallant, 2007).  
4.1.1.3 P-Values 
P-values are the name given to the calculated probability of obtaining the observed 
results when the null hypothesis is true. The null hypothesis is generally the 
hypothesis that there is no difference between the variables. Statistically significant 
p-values are obtained where P< 0,05 (Pallant, 2007). 
4.2 Demographic statistics 
From the 281 patient files that were assessed demographic data including gender, 
age and employment status was collected. 
4.2.1 Gender 
Figure 4.1 shows the percentage of male and female patients who visited the Soweto 
site in 2017. It can be seen from the data that more than half the patients in 2017 
were male. Only 27.1% were female. There were 4 patient files where the gender 
was not recorded. This is recorded as ‘missing’ and represents 1.4% of the research 
population. The percentage was then corrected to a valid number of 27.1% female 
and 72.9% male patients.  
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Figure 4.1: Gender percentage 
 
Figure 4.2 depicts the distribution of gender of patients who visited the UJ HHC 
Soweto site during 2017. More than half of the patients were male. 
 



























The mean age of patients attending the Soweto site in 2017 was 58 years old, with 
a standard deviation of 14.8 years. As shown in Figure 4.3, the minimum age 
recorded was 6 years old and the maximum age was 85 years old. The highest 
frequency of patients were aged 63 years old (5.7%). 
 
Figure 4.3: Age distribution 
 
4.2.3 Employment status 
Employment status of the patients seen in 2017 was collected. In most files (38.6%) 
this information was not recorded. Of those files that were recorded, 31.4% of 


























Figure 4.4: Percentage distribution of employment status 
 
4.3 Consultations 
Consultations are considered new for patients who have never attended the clinic 
before. For patients returning to the clinic these consultations are recorded as 
follow-up appointments.  
The total number of patients in the research sample that consulted the UJ HHC 
Soweto site for the year 2017 is shown in Table 4.1. The total number of patients 
in the research sample is 281 for 2017. Of those 281 patients, there was a total of 
232 new patients. Forty-nine patients were existing patients from previous years, 
indicated as ‘follow-up’ consultations. Figure 4.5 illustrates the percentage of new 























Not Recorded Employed Unemployed Pensioner Self Employed Student/ Scholar
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Type of Consultation Frequency Percent 
New 232 82.6 
Follow-up 49 17.4 
Total 281 100.0 
Table 4.1: Total number of patients treated 
 
 
Figure 4.5: Total percentage of patients treated 
 
In total there were 479 consultations in 2017, with 232 new consultations and 247 
consultations that were follow-up or repeat consultations. This data is depicted in 
figure 4.6 below. 
83%
17%
New Patients Follow-up Patients
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Figure 4.6: Total number of consultations 
 
The frequency of consultations was also analysed and is shown in Table 4.2 and 
Figure 4.7. The results show that 64.8% of patients only visited the Soweto site 
once during 2017, while 18.1% visited twice. The data shows that the highest 
number of appointments for a single patient was 12 consultations within that year. 
Number of Consultations Frequency Percent 
1 182 64.8 
2 51 18.1 
3 28 10.0 
4 10 3.6 
5 4 1.4 
6 2 0.7 
7 1 0.4 
10 2 0.7 
12 1 0.4 
Total 281 100.0 
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Figure 4.7 depicts  the  total number of  times  a  patient  visited  the  clinic in 2017, 
whether  for  their  initial  consultation,  or  returning  for follow-up  consultations. 
Most patients (182) came only once in 2017. They did not return for a 2nd 
consultation or follow-up. Fifty one patients came for 2 consultations, 28 patients 
came for 3 consultations, 10 patients came for 4 consultations, 4 patients came for 
5 consultations, 2 patients came for 6 consultations, 1 patient came for 7 
consultations, 2 patients came for 10 consultations and 1 patient came for 12 
consultations.  
 
Figure 4.8 depicts the number of follow-up consultations recorded for patients 
whose first visit took place during 2017. To clarify, this excludes any follow-up 
consultations recorded during 2017 for patients who had their first consultation 
during a previous year. It therefore only accounts for patients who returned for a 
consultation after having had their first consultation during 2017. The majority of 
patients (155) did not come back for a follow-up consultation at all and 67 patients 
came for 1 follow-up consultation. A total of 126 patients came back for 1 or more 
follow-up consultations. Considering the information depicted in figure 4.7 
together with the information depicted in figure 4.8 it can be deduced that of the 




Figure 4.8: Number of follow-up consultations per patient 
 
On average each patient consulted at the UJ HHC Soweto site 1.7 times in 2017. 
4.4 Diagnosis 
Diagnoses for every consultation were collated and analysed. Specific diagnoses 
were divided into more general categories to better facilitate statistical analysis. The 
frequency of diagnosis was then analysed and is tabulated below in Table 4.3. A 
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system. The musculoskeletal system included 190 separate diagnoses. Table 4.3 
describes the frequency of diagnoses in each category. 




Percent Percent of 
Cases 
No Diagnosis  20 3.4% 7.1% 
Infectious Diseases 50 8.5% 17.8% 
Mental Health 14 2.4% 5.0% 
Nervous System 23 3.9% 8.2% 
Local Infection 14 2.4% 5.0% 
Female Reproductive System 14 2.4% 5.0% 
Male Reproductive System 15 2.5% 5.3% 
Endocrine System 19 3.2% 6.8% 
Gastrointestinal System 69 11.7% 24.6% 
Musculoskeletal System 190 32.2% 67.6% 
Cardiovascular System 51 8.6% 18.2% 
Dermatological System 15 2.5% 5.3% 
Respiratory System 53 8.9% 18.8% 
Sequelae of Chronic Disease 11 1.9% 3.9% 
Eye, Ear Nose and Throat (EENT) 22 3.8% 7.8% 
Urinary System 10 1.7% 3.6% 
Total 590 100.0% 210.0% 
Table 4.3: Frequency of diagnosis 
 
Figure 4.9 depicts the percentage of diagnoses in each system per case. Per case 
statistics refer to the amount of times the condition was diagnosed per patient. This 
number is more than 100% because many patients had multiple diagnoses. 
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None Infectious Diseases Mental Health
 Nervous System Local Infection Female Reproductive System
Male Reproductive System Endocrine System Gastrointestinal System
Musculoskeletal System Cardiovascular System Dermatological System
Respiratory System Sequelae of Chronic Disease EENT
Urinary System
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Patients did not only present to the Soweto site with one complaint. Therefore, 
multiple diagnoses were often given for a single consultation. Table 4.4 shows the 
frequency of multiple diagnoses for a single visit. 
Multiple Diagnoses Frequency Percent 
Multiple Diagnoses in a Single Consultation 77 27.4 
No Multiple Diagnoses in a Single Consultation 204 72.6 
Total 281 100.0 
Table 4.4: Multiple diagnoses 
 
Figure 4.10 depicts the distribution of multiple diagnoses compared to single 
diagnoses per consultation. Approximately a third of recorded files contained 
multiple diagnoses per consultation. 
 
Figure 4.10: Percentage of multiple diagnoses per consultation 
 
Table 4.5 shows the maximum number of consultations per diagnosis. The vast 
majority (74.6%) of patients only visited the Soweto site once per diagnosis. 
Figure 4.11 depicts the frequency of visits per diagnosis. 
27%
73%
Multiple Diagnoses Single Diagnosis
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Figure 4.11: Maximum number of consultations per diagnosis 
 
Number of Consultations Frequency Percent 
1 209 74.4 
2 49 17.4 
3 15 5.3 
4 4 1.4 
5 1 0.4 
7 1 0.4 
10 1 0.4 
SubTotal 280 99.6 
Missing 1 0.4 
Total 281 100.0 
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4.5 Co-Morbidities 
Figure 4.12 depicts the percentage of patients with 1 or more co-morbid conditions. 
A total of 54.6% of patients reported one or more co-morbid conditions and 45.4% 
reported none. Of those patients who reported co-morbid conditions, 40.6% 
reported multiple co-morbid conditions, while 59.4% had only one co-morbid 
condition. This is depicted in figure 4.13. 
 
Figure 4.12: Percentage of patients with a co-morbid condition 
 
 












Co-morbid conditions were recorded as 4 major diseases (Hypertension, Diabetes 
mellitus, HIV/AIDS and Tuberculosis), no co-morbidity or ‘other’. ‘Other’ was 
used to record any co-morbid condition which was reported but was not one of the 
4 major co-morbid conditions already listed. The specific condition was recorded 
separately and also analysed. A total of 185 co-morbid conditions were recorded. 
One hundred and fifty-four patients did not disclose any co-morbid condition 



























Major Co-morbidities Arthritis Asthma
Benign Prostatic Hyperplasia Cardiomegaly Cataracts
Cholesterol Cardiovascular Disease Epilepsy
Gastric Reflx Previous stroke Prostate
Prostate Cancer Hypotension Peptic Ulcer
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The ‘other’ 26 co-morbid conditions were recorded separately and specifically for 
each patient who reported a different condition. 
4.6 Conventional medication 
Many patients reported using medications other than those prescribed at the UJ 
HHC Soweto site. The incidence of this is pictured below in Figure 4.15. 
 
Figure 4.15: Percentage of patients who are prescribed conventional 
medications 
 
4.7 Cross comparisons and statistical tests 
The basic data was analysed further by comparing the data groups. The age 
distribution data was divided into age groups to facilitate these comparisons as 





Yes No Not Recorded
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Figure 4.16: Age group distribution  
 
 
Figure 4.17: Distribution of age groups in percentage 
 
4.7.1 Demographics 
Demographic data was compared using cross tabulations, the Fisher’s Exact test 
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Figure 4.18 depicts the comparison between age groups and gender groups to 
determine whether there were proportionally more male or female patients in any 
particular age group. Proportionally, gender groups were evenly spread throughout 
the age groups. The P-value was 0.325, which is not statistically significant as can 
be seen in Table 4.6. 
 
Figure 4.18: Age group distribution within gender groups 
 
Chi-Square Test    
 Value df Asymptotic Significance (2-sided) 
Pearson Chi-Square 4.653 4 0,325 
Table 4.6: Pearson chi-square test for gender and age groups 
 
Figure 4.19 depicts the comparison between employment status within gender 
groups. For this comparison all employed groups were grouped together (employed 
and self-employed) and all unemployed groups were grouped together 
(unemployed, pensioner and student/scholar).  
While there were more male patients who were employed (20,8%) when compared 
to employed female patients (11,4%), the P-value was statistically insignificant 
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Figure 4.19: Employment status within gender groups 
 
 Exact Sig. (2-sided) 
Fisher's Exact Test 0,183 
Table 4.7: Fisher’s exact test for employment status within gender groups 
 
4.7.2 Diagnosis per age group 
A summary of the percentage of the 19 different diagnosis categories per age group 
is depicted below in Figure 4.20. The 60-69 years age group had the most diagnoses 
for musculoskeletal conditions (77 diagnoses), while the younger than 40 years age 




























































Figure 4.21 depicts the frequency of various diagnoses in patients aged 40 years 
and younger. The majority of this age group were diagnosed with respiratory 
conditions. 
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Nervous System Mental Health Infectious Disease
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Figure 4.22 depicts the frequency of various diagnoses in patients between 40 and 
49 years of age. In this age group the most frequent diagnosis was made in 
infectious diseases. 
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Figure 4.23 depicts the frequency of diagnoses in patients aged between 50 and 59 
years. The most numerous diagnoses made were in the Musculoskeletal system. 
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Figure 4.24 depicts the frequency of diagnoses made in patients aged between 60 
and 69 years old.  
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Figure 4.25 depicts the frequency of diagnoses made in patients aged 70 years and 
older. 
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4.7.3 Diagnosis analysis per diagnostic category 
Figure 4.26 depicts the frequency of infectious diseases (excluding HIV) being 
diagnosed per age group. Infectious diseases included tonsillitis, the common cold 
and influenza. There were only 2 recorded cases of TB diagnosed during 2017. 
 
Figure 4.26: Infectious disease 
 
Figure 4.27 depicts the frequency of diagnoses in the mental health category per 
age groups. Mental health diagnoses included general fatigue, globus hystericus 
and anxiety neurosis. General fatigue was included in this category because when 
it was diagnosed no other physical examinations were performed by the students to 
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Figure 4.27: Mental health 
 
Figure 4.28 depicts the frequency of central nervous system diagnoses within each 
age group. Epilepsy, stroke and temporary loss of consciousness are diagnoses that 
were included in this group. Neuralgia and nerve damage following a burn were 
also included in this group 
 
Figure 4.28: Nervous system 
 
Figure 4.29 depicts the frequency of diagnosis of a local infection within age 
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Figure 4.29: Local infection 
 
Figure 4.30 depicts the frequency of diagnoses in the female reproductive system 
per age group. Ovaritis, vaginal thrush and polycystic ovarian disease (PCOS) were 
among the conditions diagnosed in the female reproductive system. 
 
Figure 4.30: Female reproductive system 
 
Figure 4.31 depicts the frequency of diagnoses in the male reproductive system per 
age group. Diagnoses made within the male reproductive system included erectile 
dysfunction (ED) and benign prostatic hyperplasia (BPH). 
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Figure 4.31: Male reproductive system 
 
Figure 4.32 depicts the frequency of diagnoses within the endocrine system per age 
group. Diabetes mellitus was the only condition diagnosed in this group. 
 
Figure 4.32: Endocrine system 
 
Figure 4.33 depicts the frequency of diagnoses within the gastrointestinal system 
per age group. Gastric ulcer, diarrhoea, constipation and haemorrhoids were among 
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Figure 4.33: Gastrointestinal system 
 
Figure 4.34 depicts the frequency of diagnoses within the musculoskeletal system. 
The majority of cases were diagnosed in the 60 and older age groups. There were 
numerous conditions diagnosed in the musculoskeletal system including 
osteoarthritis, tendonitis and low back pain. 
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Figure 4.35 depicts the frequency of diagnoses within the cardiovascular system 
per age group. Cardiomegaly and angina were among the diagnoses made in this 
group. Venous insufficiency and varicose veins were also diagnosed within this 
group. 
 
Figure 4.35: Cardiovascular system 
 
Figure 4.36 depicts the frequency of diagnoses within the dermatological system 
per age group. Burns, psoriasis and urticaria were diagnosed in this group. 
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Figure 2.37 depicts the frequency of diagnoses in the respiratory system per age 
group. Respiratory tract diagnoses included cough, sinusitis and pharyngitis. 
Asthma and bronchitis were also diagnosed within this group. 
 
Figure 4.37: Respiratory system  
 
Figure 4.38 depicts the frequency of diagnoses made that were sequelae chronic 
diseases. Diabetic neuropathy was included in this group. 
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Figure 4.39 depicts the frequency of diagnoses in eye, ear, nose and throat (EENT) 
per age group. Conjunctivitis, dry eyes and photophobia were included in this 
group. Tinnitus, otalgia and vertigo were among the diagnoses also included in this 
group. 
 
Figure 4.39: Eye, Ear, Nose and Throat (ENT) 
 
Figure 4.40 depicts the frequency of diagnoses within the urinary system per age 
group. Cystitis and urinary tract infection were diagnoses made within this group. 
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4.7.4 Co-Morbid Conditions 
Co-morbid conditions were analysed according to age groups and gender groups. 
Figure 4.41 depicts the number of patients presenting with co-morbid conditions 
per age group. Most patients below the age of 40 years did not have a co-morbid 
condition (81.7%). In the over 70 years age group that number had dropped to 
42.1% without a co-morbid condition. The highest incidence of hypertension was 
reported in patients older than 60 years. Very few patients between 40 and 49 years 
old attending the Soweto site during 2017 reported having diabetes mellitus. The 
incidence increases to its peak in the 60-69 years and over 70 years age groups. 
The incidence of HIV/AIDS is generally very low, with no patients in the younger 
than 40 years or older than 70 years groups presenting with, or reporting HIV/AIDS. 
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Figure 4.42 depicts the incidence of co-morbid conditions within gender groups. 
The most common co-morbidity within the male group was hypertension with 
36.8% of men reporting that they sufferred from the condition, while only 26% of 
women who attended the Soweto site in 2017 had hypertension. 
 

































The aim of this study was to collect and collate demographic data for the patients 
who make use of the UJ HHC Soweto site as well as the diagnosis and co-morbidity 
data in order to build a morbidity profile for the community. The data can be used 
to determine how effective the UJ HHC Soweto site is and for future planning of 
programs and services offered. 
5.2 Information collection process 
The target files were collected as per the methodology set out in chapter 3. Files 
were initially identified via the daily UJ HHC Soweto site log sheets. The identified 
files were then collected from the Soweto site and transported to the UJ HHC at the 
UJ Doornfontein Campus. 
At this stage there were 422 file numbers that were recorded on the UJ HHC Soweto 
site log sheets for 2017. Only 281 files were actually collected for analysis. One 
hundred and forty-one files could not be used in this research. This was a 33.41% 
loss of files that were assessed. Reasons for this loss were: 
• The file could not be found 
• The handwriting of the student filling in the log sheet was too difficult to 
read 
• The file number on the log sheet did not correspond with the patient name 
once the file was found 
• The file had clearly not been used within the research time frame 
Many of the difficulties in collecting the correct files were due to the log sheets 
being handwritten. Accuracy in file number identification is based solely upon the 
legibility of the student’s handwriting. This was also the only record of which 
patients had been to the Soweto site each day. An electronic record of all new 
patients is kept at the UJ HHC but not subsequent follow up consultations. Kara 
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(2019), found a 13.06% loss of files to be assessed in her research on patient record 
keeping at the UJ HHC. Records for UJ HHC files are kept electronically. Accuracy 
in data recording is vital to good record keeping and, subsequently, accurate 
reporting of demographics for the UJ HHC (Kara, 2019). Mutshatshi and colleagues 
state that accurate record keeping is vital to the management of patients within a 
healthcare facility (Mutshatshi et al. 2018). 
Each file that qualified for inclusion in the study was then checked further. Each 
individual consultation was required to fall into the inclusion criteria. There were 
102 individual consultations that were excluded because they did not have 
completed consent forms. Reasons for this include: 
• The consent form was signed by the patient, but not dated. This renders a 
consent form invalid. 
• Consent was not given by the patient. This is the patient’s right. For this 
reason, consent to collect and use data is requested at each and every follow 
up consultation 
• The consent form was not present. 
5.2.1 Data Collation 
Data collected from the target files were recorded using a Microsoft Excel 
spreadsheet that was specifically designed for this research (Appendix E). This 
method proved to be an easy and effective method of collecting and recording 
demographic and diagnostic data for each consultation. 
The data gathered is not as complete as it could be, as there were files that were 
missing and instances where employment status were not recorded. The absence of 
information may have been due to the student not requesting the information or the 
patient’s reluctance to share the information. A study in Australia and New Zealand 
in 2006 found that many patients were unwilling to share personal information that 
would be used for anything other than clinical care (Whiddett et al, 2006). In 2014, 
Pickard and Swan found that there was a general unwillingness of the public to 
share personal health information. They did note that this attitude was shifting to 
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place more trust in healthcare and the sharing of information. This bodes well for 
future research and information gathering (Pickard & Swan, 2014). 
5.3 Demographics 
Demographic data refers to any data that may be used to describe a population 
(Merriam-Webster, 2020a). For the purposes of this research the demographic data 
that was collected was gender, age and employment status. 
5.3.1 Gender 
The gender distribution of the patients who consulted at the UJ HHC Soweto site 
indicates that men consulted at the site much more than women. Seventy three 
percent of the patients were male, while only 27% were female. The gender 
demographics of the area (Soweto) indicate that the majority of residents are female 
(50,38%), with 49,62% being male (Frith, 2011). Pramlall (2016) found that 71% 
of the patients who visited the Redhill Homeopathic clinic in KZN were female. 
Simillie (2010) also found that the majority of patients who visited the homeopathic 
clinic at Ukuba Nesibindi were female (68%). Kara (2019), also found that more 
female patients (67%) attended the UJ HHC than male patients (33%). A research 
group in France determined that patients who used homeopathy were more often 
educated females (Grimaldi-Bensouda, et al, 2014). Soffer and colleagues (2001) 
discovered that 68% of the patients who attended a complementary medicine clinic 
in Beer Sheva in Israel were female (Soffer et al. 2001). 
In Ghana, a study found that men were 2.86 times more likely to use complementary 
medicine than women (Kretchy, Owusu-Daaku and Danquah, 2014). While the 
research shows that it is much more common for women to seek complementary 
healthcare, there are clearly some areas where men seek out this type of healthcare 
too. 
5.3.2 Age 
In this study, age related data was grouped into 5 groups:  
• Younger than 40 years 
• 40-49 years 
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• 50-59 years 
• 60-69 years 
• 70 years and older 
The age distribution of patients attending the UJ HHC Soweto site was wide. The 
youngest patient was 6 years old, while the oldest was 85 years old (Figure 4.3). 
More than half (54%) of patients were aged 60 years and older (Figure 4.15 and 
Figure 4.16). This indicates a growing aged population who requires healthcare. 
The 2016 Community Survey conducted by STATS SA on the South African 
population indicates an increase in the population categories over 60 years of age 
(STATS SA, 2016a), with most of that aging population residing in Gauteng 
(Gaziano, 2017). A survey of the elderly community in South Africa completed by 
STATS SA (2013) indicated that 83.3% of older persons, those aged 60 years or 
older, consulted a healthcare worker while sick.  
5.3.3 Employment status 
A significant percentage of the patients who attended the UJ HHC Soweto site 
during 2017 were unemployed (15%) or pensioners (31,4%). This is unsurprising 
as the site only operates during the afternoons, and generally closes by 16:00 to 
enable the students to get home. This makes it more difficult for anyone in formal 
employment to attend the site. Only 9,3% of patients were recorded as being 
formally employed. As mentioned in 5.2.1 (data collection), files were missing 
information. The results showed that 38,6% of files did not have an employment 
status recorded. This may be due to patients’ unwillingness to share personal 
information or that the student did not ask for the information. 
5.3.4 Demographic profile 
Proportionally, male and female patients were fairly evenly spread throughout the 
age groups (Figure 4.17). With a P-value of 0,325 the difference was not 
statistically significant. This was also true for employment status within the gender 
groups (Figure 4.18). Here there was a P-value of 0,183, which is also not 
statistically significant.  
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When looking at the totality of the demographic data collected for the UJ HHC 
Soweto site for 2017, the profile of the patients is clearly majority male and over 
60 years of age, without formal employment. The reasons for the majority of the 
patients being male are unclear from the data collected in this research. 
5.4 Consultations 
5.4.1 Patient numbers 
A total of 281 patients were treated during 2017 (Table 4.2). Eighty three percent 
of these were new patients who had not been to the UJ HHC Soweto site before 
(Figure 4.5). Only 17% were returning patients from the following year. This 
constitutes an 83% increase in registered patients for the UJ HHC Soweto site for 
the year of 2017. In the United Kingdom (UK) an article in a general practice 
publication claimed that the average growth rate was 1,2% between July 2018 and 
July 2019 (Gault, 2019). The article highlights the vast number of patients that 
general practitioners were required to consult with over a 1 year period and how 
this impacts the quality of care that the patient receives. There is a similar problem 
in the state-run PHC clinic in South Africa. In a 2001 study in KwaZulu-Natal that 
assessed clinic efficiency it was noted that in the 108 inefficient clinics the average 
number of nurses was 7,57 per clinic, while the average number of visits was 
9045,13 (Kirigia, Sambo and Scheel, 2001). A more recent study was conducted by 
Stime and colleagues in 2016 on a communicable disease centre in KwaZulu Natal, 
South Africa. They discovered that the clinic cares for up to 500 patients per day, 
with patients spending up to 6 hours at the clinic and spending only 9 minutes with 
a healthcare provider. Their reasons for the long wait and short amount of time 
spent with healthcare providers was; too many patients, too few healthcare 
providers and not enough space to have more healthcare providers on duty to 
consult with patients (Stime et al. 2018)  
5.4.2 Consultations 
In total there were 479 consultations for the 281 patients. Two hundred and thirty-
two were new consultations and 247 were follow up consultations (Figure 4.6). Of 
those 281 patients, only 99 came for more than one consultation. On average each 
patient visited the UJ HHC Soweto site 1,7 times during 2017. Macintosh (2019) 
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found that patients attending private homeopathic practices had a higher repeat 
consultation rate. He found that at the time of his study 23.7% of patients had 
consulted the homeopathic doctor 6 times previously for their condition. Only 2.4% 
of patients had not consulted a homeopathic doctor for their condition before, while 
26.1% had 1 prior consult. This correlates with his other findings that most of the 
conditions treated at private homeopathic practices were chronic in nature 
(Macintosh, 2019). This differs from the PHC setting that the UJ HHC Soweto site 
is in. Diagnoses made at the UJ HHC Soweto site during 2017 were both chronic 
and acute in nature. In 2009 Bateman and colleagues (2009) reported that there was 
an average of 2,3 visits to PHC facilities per person per year, but fell short of the 
national target of between 3 and 3,5 visits per person per year. If these 2009 figures 
are used as a guide the UJ HHC Soweto site also fell short of these targets. 
5.5 Diagnosis and comparisons 
There was a wide range of diagnoses made at the UJ HHC Soweto site. The variety 
of diagnoses made by the students working at the UJ HHC Soweto site highlights 
the breadth of knowledge and skills homeopathic doctors acquire during their 
training. These specific diagnoses were grouped into systems for statistical and 
reporting purposes. Diagnoses were made in 15 systems: 
• Infectious diseases 
• Mental health 
• The nervous system 
• The female reproductive system 
• The male reproductive system 
• The endocrine system 
• The gastrointestinal system 
• The musculoskeletal system 
• The cardiovascular system 
• The dermatological system 
• The respiratory system 
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• Sequelae of chronic disease 
• Eye, Ear, nose and Throat 
• The urinary system 
A total of 590 diagnoses were made (Table 4.3). Twenty seven percent of patients 
had multiple diagnoses per consultation (Figure 4.10). This may indicate that a 
multimorbidity pattern is prevalent in the community who make use of the UJ HHC 
Soweto site. Multimorbidity is a widely used term in healthcare. It is commonly 
understood to mean that there is the simultaneous existence of more than 1 
condition in a patient. Multimorbidity is associated with poorer health outcomes 
and poorer quality of life (Johnston et al, 2018). 
According to STATS SA (2016b), the top 10 natural causes of death are: 
1. Tuberculosis 6,5%;  
2. Diabetes 5,5%;  
3. Other forms of heart disease 5,1%;  
4. Cerebrovascular diseases 5,1%;  
5. HIV 4,8%;  
6. Hypertensive diseases 4,4%;  
7. Influenza and pneumonia 4,3%;  
8. Other viral diseases 3,6%;  
9. Ischaemic heart diseases 2,8% and  
10. Chronic lower respiratory diseases 2,8% (STATS SA, 2016b).  
Statistics collected for this study are fairly consistent, with infectious diseases 
comprising 17,8% of cases diagnosed, endocrine system 6,8% of cases and 
cardiovascular system 18,2% of cases (Figure 4.9). No diagnoses of HIV were made 
at the UJ HHC Soweto site during the time period of the study. This does not mean 
that the patients who come to the UJ HHC Soweto site do not have HIV/AIDS. It 
merely reflects that the students do not conduct any testing at this facility. Many of 
the patients may be HIV positive but attend the facility for other conditions. The 
patients may then choose not to disclose their status to the students whom they are 
consulting with. Should the patient disclose a positive status, it would then be 
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recorded as a co-morbid condition if they are consulting for a different condition or 
complaint. 
5.5.1 Number of consultations per diagnosis 
Most patients (74,4%) consulted the UJ HHC Soweto site only once per diagnosis. 
The reason for this is unclear as patient satisfaction or success of treatment was not 
measured in this study. 
5.5.2 Diagnosis and age 
The various diagnosis categories were compared with age groups in order to 
determine prevalence within specific age groups. 
5.5.2.1 Infectious diseases 
Infectious diseases diagnosed in this system were; common cold, influenza, 
tonsillitis and tuberculosis. 
Eight and a half percent of the total diagnoses made were of infectious diseases, 
with a case diagnosis rate of 17,8%. This case diagnosis rate occurs because the 
diagnosis of an infectious disease may occur more than once during the study. 
The most prevalent infectious disease diagnosed at the UJ HHC Soweto site was 
influenza. Influenza is not a notifiable disease; therefore, the disease burden is 
estimated. In the USA in 2017, it was estimated that there were 29 220 523 cases 
of influenza, with 14 000 000 doctor visits for it. Therefore around 9% of the 
population were diagnosed with influenza during the 2017 season. The age group 
most commonly diagnosed with influenza in the USA was 18-49 years (Centres for 
Disease Control and Prevention (CDC), 2020).  
In South Africa TB is one of the most prevalent infectious diseases, with an 
incidence rate of 520 per 100 000 population in 2015. This is despite a 4,8% 
reduction in cases from the previous year (National Institute for Communicable 
Diseases (NICD), 2017). At the UJ HHC Soweto site there were only 2 diagnoses 
of TB made during 2017. The UJ HHC Soweto site does not have facilities for 
laboratory testing or x-ray and therefore cannot effectively diagnose more cases of 
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TB. These patients were therefore diagnosed as suspected TB cases on clinical 
presentation alone or the patient was already diagnosed at another clinic or hospital 
and was receiving treatment. 
The age group most affected by infectious diseases was those aged 40-49 years old 
(Figure 4.19 and 4.25). This age group accounted for 32% of the infectious diseases 
diagnosed during 2017. Thirty-one patients were in this age group and 10 of them 
were diagnosed with an infectious disease. 
5.5.2.2 Mental Health 
Mental health conditions diagnosed in this system were: 
• Globus hystericus 





This was one of the least diagnosed systems, with only 2.4% of diagnoses made 
being for mental health. Five percent of recorded cases were of mental health. The 
per case incidence is generally higher because many patients had multiple 
diagnoses. Per case statistics refer to the amount of times the condition was 
diagnosed per patient.  
The per case statistic recorded for the UJ HHC Soweto site for 2017 is in line with 
the 5.5% of cases reported by Macintosh (2019) in a study conducted on private 
homeopathic practices in Gauteng. Docrat and colleagues (2019) found that most 
mental health patients are cared for as inpatients at psychiatric hospitals. This may 
provide a reason as to why mental health diagnoses at outpatient facilities are so 
low. 
The 40-49 years old age group was the most affected by mental health conditions, 
with 9.5% of mental health diagnoses being made within this age group. Mental 
 96 
health issues in South Africa range from common disorders such as depression and 
anxiety to less common but possibly more severe disorders like schizophrenia and 
bipolar disorder. Mental health systems need to be able to meet all the needs of 
patients. The Global Burden of Disease study in 2010 (Whiteford et al, 2010) found 
that the prevalence of schizophrenia was less than 0.1% of the population, while 
Tomlinson et al. (2009) report a 9.7% prevalence of depression (Robertson et al, 
2018). This information suggests that mental health disorders may be under 
reported at the UJ HHC Soweto site. 
5.5.2.3 The nervous system 
Conditions diagnosed in this system were: 
• Neuralgia 
• Nerve entrapment 
• Epilepsy 
• Nerve root irritation 
• Psychogenic neuralgia 
• Nerve damage following a burn 
• Stroke 
• Temporary loss of consciousness 
The nervous system was diagnosed 23 times during 2017. Therefore, 8.2% percent 
of cases involved the nervous system. It was interesting to note that the most 
diagnosed condition was epilepsy. This diagnosis was made in only 3 patients, with 
1 of those patients attending the UJ HHC Soweto site 12 times during 2017. The 
patient also commented that he was managed on homeopathic medications alone. 
According to McElroy-Cox (2009) up to 44% of patients with epilepsy use some 
sort of CM treatment. 
According to Eastman (2005), the true prevalence of epilepsy in South Africa is 
probably unknown, but a study of children in a large rural community found that 
the prevalence there was 6.7/1000. Owolabi et al. (2020) estimate that the 
prevalence of active epilepsy in Sub-Saharan Africa is 9:1000 people. 
 97 
Brak (2018) found that 25% of patients aged 18-21 years old attending the UJ HHC 
in 2016 were diagnosed with a neurological disorder. The results for this study 
concluded that only 16.1% of patients below the age of 40 years were diagnosed 
with a neurological disorder. The 40 years or younger age group recorded the 
highest incidence of neurological disorders. 
5.5.2.4 Local infection 
Conditions diagnosed in this category were: 
• Cellulitis 
• Fungal infections 
• Abscesses 
• Open wound 
• Infection on toes 
Five percent of the total cases were grouped as a local infection. Local infections 
were infrequent but spread across all age groups, with the most frequent diagnoses 
being made in the 70 years and older group (12.3% of local infections). This result 
was expected as older persons have a less effective immune system and heal slower 
from minor injuries that would ordinarily not require the intervention of a 
healthcare professional (Montecino-Rodriguez, Berent-Maoz, & Dorshkind, 2013). 
5.5.2.5 Female reproductive system 
Conditions diagnosed in this system were: 
• Ovaritis 
• Vaginal thrush 
• PCOS 
• Salpingitis 
• Primary dysmenorrhoea 
• Pelvic inflammatory disease 
• Vaginal pain 
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• Menopause 
The incidence of female reproductive system conditions was highest in patients 
younger than 49 years of age. Five percent of total cases involved the female 
reproductive system. This is a large incidence given that only 27% of patients were 
female. In a 2017 study, von Glehn, Sidon & Machado (2017), commented that 
gynaecological complaints were frequent reasons for women seeking help at PHC 
clinics. They further concluded that vaginal complaints associated with high pH 
levels (bacterial infections, urinary tract infections, discharges, pruritus) were 
common (von Glehn, Sidon & Machado, 2017). 
5.5.2.6 Male reproductive system 
Conditions diagnosed in this system were: 
• Prostate cancer 
• Erectile dysfunction 
• Prostatitis 
• Benign prostatic hyperplasia (BPH) 
Seventy three percent of the patients seen at the UJ HHC Soweto site in 2017 were 
male. Only 5.3% of cases were diagnosed as a male reproductive system condition. 
This may indicate the health of the male reproductive system or conversely the 
unwillingness of male patients to seek assistance for their condition. De Jonge and 
Barratt (2019) however, describe an increase in the incidence of male reproductive 
health conditions. In the case of the men attending the UJ HHC Soweto site it is 
possibly more likely that they were unwilling to seek assistance for their conditions. 
5.5.2.7 The endocrine system 
Condition diagnosed in this system was diabetes mellitus (DM). 
The incidence of diabetes mellitus in patients was 6.8% of cases. The highest 
concentration of diagnoses was in those patients aged 40 years or younger. This is 
may indicate a trend of increased diagnoses in younger persons. Mohan et al. (2006) 
and Ramachandran et al. (2001) indicate a peek onset between 40 and 49 years old 
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in Indians. The International Diabetes Federation (IDF) report that there are 4.6 
million adults (aged between 20 and 79 years) living with diabetes globally. The 
greatest prevalence of DM is in the 60-69 years age group (International Diabetes 
Federation (IDF), 2019). 
5.5.2.8 The gastrointestinal system 
Conditions diagnosed in this system were: 




• Gastric reflux 
• Oesophageal reflux 
• Irritable bowel syndrome (IBS) 
• Peptic ulcer 
• Gastro-oesophageal reflux disorder (GORD) 
• Gastritis 






• Gastric ulcer 
• Dysphagia 
The age group most affected by gastrointestinal complaints were 70 years and older. 
Basic aging physiology may be responsible for this being the most prevalent age 
group with gastrointestinal diagnoses. As aging progresses, there is an associated 
decrease in the body’s ability to maintain immune function and control 
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inflammatory reactions. This may be one of the risk factors in developing bowel 
diseases (Nagpal et al, 2018). In addition to immunological changes, there are 
changes in gut motility both due to aging and drugs commonly prescribed for 
common age-related disorders which may also predispose the older patient to 
gastrointestinal diseases (O’Mahony, O’Leary & Quigley, 2002). This was the 
second most commonly diagnosed system after the musculoskeletal system. 
5.5.2.9 The musculoskeletal system 





• Tension headaches 
• Hip joint disease 





• Rheumatic arthritis 
• Rotator cuff injury 
• Neck stiffness 
• Headache 
• Backache 
• Overstrained muscle 
• Cluster headache 
• Rheumatoid arthritis 
• Rheumatic shoulder pain 
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• Frozen shoulder 
• Sprain and strain 
• Tendonitis 
• Post traumatic headache 
• Carpal tunnel syndrome 
• Bursitis 
This was by far the most diagnosed system, with 67.6% of cases having a 
musculoskeletal diagnosis. Every single age group had diagnoses in this category, 
with persons over the age of 50 years complaining the most about musculoskeletal 
conditions. Musculoskeletal conditions are a common problem. A study in Holland 
in 2006 found that chronic pain in adults aged 25- 64 years was fairly common. 
Women (45%) reported more chronic musculoskeletal pain than men (39%) 
(Wijnhoven, de Vet & Picavet, 2006). Woolf, Erwin & March (2012) state that 
musculoskeletal conditions are common across all age and socio-economic groups. 
Briggs et al. (2018) link chronic musculoskeletal conditions to declines in mental 
health and an increased risk of other chronic health conditions. Musculoskeletal 
health may therefore be crucial to the overall health of our aging population. 
Musculoskeletal conditions account for the largest proportion of persistent pain. 
Additionally, the authors argue that reducing the musculoskeletal disease burden is 
important for maintaining a healthy workforce. Musculoskeletal pain may 
contribute to significant loss of productive life years (Briggs et al, 2018). 
In India, TM is widely used in conjunction with conventional or western medicine. 
The morbidity profile of an out-patient department at a government hospital 
concluded that chronic musculoskeletal conditions like arthritis were common 
reasons why patients over the age of 30 years sought care (Duraisamy et al., 2018). 
5.5.2.10 The cardiovascular system 
Conditions diagnosed in this system were: 
• Chronic venous insufficiency 
• Hypertension 
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• Varicose veins 
• Angina 
• Angina pectoris 
• Congestive cardiac failure 
• Essential hypertension 
• Tachycardia 
• Orthostatic hypotension 
• Hypotension 
• Stable angina 
The cardiovascular system made up a large portion of diagnoses with 18.2% of 
cases being diagnosed as cardiovascular in nature. Every age group was affected by 
cardiovascular conditions, but persons over the age of 60 years tended to be more 
affected. Cardiovascular diseases are the most common causes of death globally. 
Most of these deaths are due to heart attacks and a third of those occur in persons 
younger than 70 years of age (WHO, 2020c). 
5.5.2.11 The dermatological system 
Conditions diagnosed in this system were: 
• Allergic rash 
• Urticaria 
• Allergic dermatitis 
• Scabies 
• Molluscum contagiosum 





This system was not commonly affected (5.3% of cases) but diagnoses stretched 
across all age groups, with persons aged 50-59 years old being the most affected 
(8.8% of the diagnoses in this system). A study in Singapore noted that only 2.6% 
of cases seen at a hospital emergency room were dermatological in nature (Wang, 
Lim & Than, 2009). In primary care settings in Scotland, the percentage of 
dermatological cases seen over a 2 week period ranged from 3% to 18.8% (Kerr et 
al, 2010). In a study conducted in rural South Africa, it was found that traditional 
herbal medicine was commonly used for the treatment of dermatological conditions 
(De Wet, Nciki & van Vuuren, 2013). 
5.5.2.12 The respiratory system 
Conditions diagnosed in this system were: 
• Chronic bronchitis 
• Cough 
• Sinusitis 
• Acute bronchitis 
• Post nasal drip 
• Upper respiratory tract infection (URTI) 
• Asthma 
• Allergic rhinitis 
• Throat infection 
• Chronic maxillary sinusitis 




Diagnoses in this system also ranged across all age groups, but younger persons 
appeared to be more affected. Those aged younger than 49 years were more 
affected. Worldwide, respiratory diseases contribute significantly to the disease 
 104 
burden of a population, with low- to middle-income countries being greatly affected 
(Zar & Ferkol, 2014). Lifestyle and environmental factors such as tobacco smoke, 
poor air quality, especially indoor air quality, and poor nutrition are risk factors for 
developing respiratory conditions. The large burden of HIV and TB have also 
contributed to the risks of other respiratory diseases (Zar & Ferkol, 2014, Bateman 
et al, 2009; Ahmed,  Robinson & Mortimer, 2017). 
5.5.2.13 Sequelae of chronic disease 
Conditions diagnosed in this category were; diabetic ulcer, erectile dysfunction 
secondary to diabetes mellitus and diabetic neuropathy. 
Unsurprisingly diagnoses in this group were only made in persons older than 50 
years. The long term macro- and microvascular complications of diabetes mellitus 
are a significant source of morbidity. This type of morbidity is associated with 
diabetes mellitus and the risk increases with age and chronicity of the disease 
(Rosenstock, 2001). Al-Saeed et al. (2016) concluded that the risk of morbidity 
from diabetes mellitus increased for those patients whose had an earlier onset of the 
condition. 
5.5.2.14 Eye, Ear, nose and throat (EENT) 
Vestibulocochlear conditions were included in this category as well as some 
conditions of the ears, nose and throat. Most nose and throat conditions were 
included with the respiratory system. 
Conditions diagnosed in this category were: 
• Conjunctivitis 
• Dry eyes 
• Photophobia 





• Otitis media 
• Excessive wax (Compacted cerumen) 
• Impaction of eustachian tube 
• Hearing loss 
Persons aged 50-59 years and those aged 70 years and older were the most affected 
by conditions in this category. Some of the conditions diagnosed in this category 
are associated with aging. Declines in hearing, vision and vestibular function are a 
normal part of aging (Jaul & Barron, 2017).  
5.5.2.15 The urinary system 
Conditions diagnosed in this system were; cystitis, urinary tract infection, nephritis, 
urinary retention and irritable bladder.  
This was the least diagnosed system, with only 3.6% of total cases being diagnosed 
as part of the urinary system. Those aged 70 years and older were most affected by 
these conditions. Symptoms of lower urinary tract conditions can be major health 
problems that increase with age (Vaughan et al, 2017). 
5.6 Co-morbid conditions 
Co-morbid conditions were recorded in 54.6% of patients who visited the UJ HHC 
Soweto site in 2017. Many of those who had a co-morbid condition had more than 
one condition (40.6%). 
Hypertension was the most common co-morbid condition, with 33.9% of patients 
reporting the condition. The incidence of hypertension as a co-morbid condition 
was highest in those aged 70 years and older (52.6%). Men also reported having the 
condition more than women. According to a study conducted by the International 
Network for the Demographic Evaluation of Populations and Their Health 
(INDEPTH) and the Sydney Brenner Institute for Molecular Bioscience (2017) 
between 42% and 54% of South Africans have hypertension (Gaziano et al, 2017). 
The population of Soweto was reported as having a 54.1% prevalence of 
hypertension (Gómez-Olivé et al., 2017). Thomas, Burger and Hauck (2018) report 
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that 59% of adults are unaware that they have hypertension. According to the 
Seventh Report of the Joint National Committee on Prevention, Detection, 
Evaluation and Treatment of High Blood Pressure (JNC-7), the prevalence of 
hypertension in those aged 65 years and older is more than two thirds (Chobanian 
et al., 2003). The Framingham Heart Study concluded that more than 90% of 
persons who are non-hypertensive at 55 years of age will develop it during their 
remaining lifespan (Levy et al., 1996). These results were echoed by Katalambula 
and colleagues in a 2017 study in Tanzania. The study found that increased age was 
associated with and increase in incidence of hypertension (Katalambula et al. 
2017). Sudharsanan and Geldtzer (2019), estimate that the size of the hypertensive 
population in South Africa may increase by 105% by 2050 if the prevalence of age-
related hypertension remains steady at between 26% and 48% (Sudharsanan and 
Geldtzer, 2019). 
The results of this study conducted at the UJ HHC Soweto site in 2017 show that 
more women (19.2%) than men (15.4%) reported having diabetes mellitus. Women 
who attended the UJ HHC Soweto site in 2017 also reported having HIV/AIDS 
(8.2%) and TB (6.8%) more than the men. According to the mid-year population 
estimates report 2019, 22.71% of women aged 15-49 years old are living with HIV 
(STATS SA, 2019). The STATS SA mortality and causes of death report for 2017 
found that more men died from TB than women, while more women died with HIV 
than men (STATS SA, 2020). Women tend to visit their healthcare professional 
more often than men and in general are more concerned about their health (Nunu 
and Munyewende, 2017). This may result in women reporting and being diagnosed 
with comorbidities more often than men. 
Recording co-morbid conditions relies on the student or doctor asking if the patient 
has any other conditions, and on the patient reporting truthfully about their 
conditions. There was a very low incidence of TB (1.8%) and HIV/AIDS (5.1%) as 
comorbid conditions. This is at odds with the data available from STATS SA which 
show that in 2016 over 13.5% of the total population had HIV (STATS SA, 2019). 
Given that the UJ HHC Soweto site does not test for either HIV or TB this may 
account for the discrepancy in the statistics. 
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5.7 Medication use 
The use of conventional medications was recorded. Only 40% of the patients 
visiting the UJ HHC Soweto site in 2017 reported taking conventional medications. 
A survey of older persons in 2013 by STATS SA reported that roughly 94% of 
patients who had been diagnosed with a chronic condition like diabetes mellitus or 
hypertension were taking medications for the conditions (STATS SA, 2013). This 
aligns with data gathered from the UJ HHC Soweto site for 2017. While only 40% 
of patients reported taking conventional medications, 54.6% of those patients 
reported having 1 or more co-morbid conditions. It can be deduced then that a large 
number of the patients with co-morbid conditions were also taking conventional 
medications. 
5.8 Morbidity profile 
From the data collected, it can be seen that the community who make use of the UJ 
HHC Soweto site present with a wide range of both chronic and acute conditions. 
The patient population can be said to be aging, predominantly burdened with co-
morbid conditions, but not being managed with conventional medications. It may 
be safe to conclude that the patients who consult with the students at the UJ HHC 
Soweto site are for the most part not being managed or cared for adequately at other 
primary healthcare facilities in the area. PHC clinics in South Africa are over-
burdened. The public healthcare system is tasked with providing healthcare to 80% 
of the population (Kautzky and Tollman, 2008). In keeping with other statistical 
data, there are often multiple burdens of disease in these patients. 
Musculoskeletal conditions are dominant in this population, followed by 
gastrointestinal, respiratory and then cardiovascular conditions. 
5.9 Limitations 
The study was limited in a number of ways. Future studies should address these 
limitations to improve on this study: 
• The study did not address why patients returned or did not return to the UJ 
HHC Soweto site. This would be useful information. 
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• The study did not record the homeopathic medications prescribed. 
• The cost of running the facility was not considered in this study. 
• Files had to tracked and accessed manually as there is no computerised data 
base recording file numbers. This meant that it took longer to gather data 
and the chance of human error was higher. Files could be missed or over-
looked. 
• Information is recorded by hand. Some student’s handwriting was very 
difficult to read and was completely illegible in some cases. This resulted in 
files being rejected because the data could not be extracted. 
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CHAPTER SIX  
CONCLUSIONS AND RECOMMENDATIONS 
6.1 Conclusions 
This study aimed to evaluate the demographics and morbidity profiles of the 
patients who made use of the UJ HHC Soweto site for the period between January 
2017 and December 2017. 
The following objectives were achieved: 
• The number of people using homeopathy in one of the homeopathy primary 
healthcare settings in South Africa was determined; 
• A patient profile for the UJ HHC Soweto site was generated; 
• A morbidity profile for the community who makes use of the UJ HHC 
Soweto site was formed; 
• To determine the various types of conditions that present to the UJ HHC 
Soweto site. 
The study found that during the 1 year period of 2017, 281 patients used the UJ 
HHC Soweto site a total of 479 times. There was an average of 1.7 consultations 
per patient for that year. Most patients only visited the UJ HHC Soweto site once, 
with 23,8% coming back for a second consultation. 
The age range of patients attending the UJ HHC Soweto site during 2017 was wide. 
The youngest patient was 6 years old and the oldest patient was 85 years old. Most 
patients were over 60 years of age. More men visited the UJ HHC Soweto site than 
women. Most patients were unemployed or pensioners, with only 7.4% of patients 
recorded as being employed in some way. Age and unemployment status was 
evenly distributed across the genders. 
The most diagnosed system was the musculoskeletal system with 67.6% of cases 
involving this system. The next most diagnosed systems were the gastrointestinal 
system (24.6%), the respiratory system (18.8%), the cardiovascular system (18.2%) 
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and infectious diseases (17.8%). A small percentage of cases did not have any 
diagnoses recorded (7.1%). One third of the consultations recorded multiple 
diagnoses. Most diagnoses (74.6%) made had a single consultation. 
Those in the 40 years and younger age group were most affected by respiratory 
diseases. The 40-49 year age group was most affected with infectious diseases but 
musculoskeletal conditions were also prevalent in this age group. Musculoskeletal 
conditions were most prevalent from age 50 years upwards. 
The highest incidence of diagnoses within age groups was recorded as follows: 
• Most of the infectious disease diagnoses were made in the 40-49 years age 
group. 
• Mental health diagnoses were also made mostly in the 40-49 years age 
group. 
• The predominance of nervous system diagnoses was made in the 40 years 
and younger group. 
• Most local infection diagnoses were made in the 79 years and older group. 
• Most female reproductive conditions were diagnosed within groups of 
women aged younger than 40 years and 40-49 years old. 
• Male reproductive diagnoses were high in the 50-59 years and 70 years and 
older age groups. 
• Most endocrine system diagnoses were made in those younger than 40 
years, but the prevalence was also high in the 50-59 years and over 70 years 
old age groups. 
• Most gastrointestinal diagnoses were made in those aged 70 years and older. 
• Diagnoses made in the musculoskeletal system were prevalent across all age 
groups but more so in those aged 60-69 years and 70 years and older. 
• Cardiovascular conditions affected every age group, but the majority were 
diagnosed in the 70 years and older age group. 
• Dermatological conditions were also prevalent across the sample, but most 
prevalent in the 50-59 years age group. 
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• The respiratory system had a high prevalence across all ages but more so in 
the younger than 40 years age group. 
• Sequelae of chronic disease did not affect any patients below the age of 49 
years. Diagnoses in this group were most common in those aged 70 years 
and older. 
• EENT conditions affected all ages, but was more prevalent in those aged 
50-59 years. 
• Urinary tract conditions were most diagnosed in those aged 70 years and 
older. 
Co-morbid conditions were common. Just over half (54.6%) of patients reported 
having one or more co-morbid condition. Of those that reported co-morbid 
conditions, 40.6 % had more than 1. The most common co-morbid condition was 
hypertension (33.9%), followed by diabetes mellitus (16.6%). The UJ HHC Soweto 
site does not test for HIV or TB and relies on the patient to inform the student 
whether these conditions have been previously diagnosed, and therefore the 
incidence of these conditions was low and possibly not accurate. 
The incidence of conventional medication use was also recorded. This was less than 
half (40%), which is low considering that more than half of the patients reported 
co-morbid conditions. 
6.2 Patient and Morbidity Profiles 
From the information collected, a patient profile has been generated: 
• The patient population the UJ HHC Soweto site could be said to be aging 
and on pension or unemployed. The majority are male. 
The morbidity profile: 
• The diagnostic profile of the UJ HHC Soweto site is wide. 
• The majority of patients suffer from musculoskeletal conditions. 
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• Even though there are more male patients than female patients, a large 
proportion of those female patients attended the facility for female 
reproductive conditions 
• More than half of the patients have a co-morbid condition, of which 
hypertension was the most commonly reported and diagnosed. 
• The recorded HIV/AIDS and TB burden is low. 
Based on the profiles of patients students should be well versed in the diagnosis and 
treatment of musculoskeletal conditions and conditions that tend to arise in the 
elderly. 
6.3 Recommendations 
Much has been learnt from this study, but there is much more to learn about the UJ 
HHC Soweto site and its patients. 
Further research should gather information on demographics and diagnostics for 
the years succeeding the time frame of 2017 for this study. 
Additional information to include in future studies would be remedies prescribed, 
patient satisfaction and the costs of running the facility. 
A patient feedback questionnaire could be utilised to establish patient perceptions 
of the UJ HHC Soweto site. 
More comparisons within diagnostic groups can be made to extract more data. 
Classifying and then comparing acute versus chronic diagnoses could provide more 
insight into the morbidity profile of the community. Comparisons between which 
diagnoses the employed and unemployed have may yield more information. 
Patient data should be captured in a way that is useful to future research. 
Information could be recorded and stored digitally to enable better accessibility and 
eliminate illegibility problems. 
Including a greater volume of information would enable this profile to be expanded 
and refined. Including demographic and morbidity data from preceding and 
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subsequent years will provide a better profile of the community. Including patient 
satisfaction information may lead to discoveries about why the follow-up rate was 
so low for 2017. Detailed classification of diagnoses would provide more detailed 
morbidity profiles for the community who make use of the UJ HHC Soweto site. It 
may also enable a greater understanding of the role that the UJ HHC Soweto site 
plays as a PHC facility within the community. Understanding how valuable a tool 
homeopathy can be in a PHC setting, especially within the public healthcare realm, 
is important in beginning to use it at its full potential.  
 114 
REFERENCES 
Ahmed, R., Robinson, R. & Mortimer, K., 2017. The epidemiology of 
noncommunicable respiratory disease in sub-Saharan Africa, the Middle East, and 
North Africa. Malawi Medical Journal, 29(2), pp.203-211. 
AHPCSA. Allied Health Profession Council of South Africa. 2020. Allied Health 
Professions Act 63 0f 1982. Available at: https://ahpcsa.co.za/legislation/. 
Accessed on 13 August 2020. 
AHPCSA. Allied Health Professionals Council Of South Africa. 2019. Professional 
Boards - The Allied Health Professions Council of South Africa. Available at: 
https://ahpcsa.co.za/professional-boards/. Accessed on 11 April 2019. 
Al-Saeed, A.H., Constantino, M.I., Molyneaux, L., D’Souza, M., Limacher-Gisler, 
F., Luo, C., Wu, T., Twigg, S.M., Yue, D.K. & Wong, J., 2016. An inverse 
relationship between age of type 2 diabetes onset and complication risk and 
mortality: the impact of youth-onset type 2 diabetes. Diabetes care, 39(5), pp.823-
829. 
Albrecht, H., Dahler, J., Hirschberg, U., Luedtke, R., Schnegg, C., Teut, M., Witt., 
C. C. 2010. Protocol for phase 1 homeopathic drug proving trial. Trials, 11(80), pp. 
1-7.  
Ambardekar, N. 2017. Chiropractic Care for Back Pain. Wenmd.com Pain 
Management Guide Available at: https://www.webmd.com/pain-
management/guide/chiropractic-pain-relief#1. Accessed on 23 January. 2020.  
Anick, D.J. and Ives, J.A., 2007. The silica hypothesis for homeopathy: physical 
chemistry. Homeopathy, 96(3), pp.189-195. 
Ataguba, J. and McIntyre, D., 2012. Paying for and receiving benefits from health 
services in South Africa: is the health system equitable?. Health Policy and 
Planning, 27(suppl 1), pp.i35-i45. 
 115 
AYUSH (2010). Number of homeopathic hospitals in India. Available at: 
https://main.ayush.gov.in/infrastructure/summary-infrastructure-facilities-under-
ayush. Accessed on 26 July 2020 
AYUSH (2018). Inclusion of Homeopathy in the national system of health. 
Available at: https://main.ayush.gov.in. Accessed on 12 November 2019. 
Backcare Organization UK. 2017. The difference between Chiropractic and 
Osteopathy. Available at: http://www.backcare.org.uk/wp-
content/uploads/2015/01/604-Eurocrat-220910.pdf. Accessed on 21 January 2020. 
Baloyi, L. F., Van der Merwe, M. and Smith, J. 2009. Problems in Providing 
Primary Healthcare Services : Limpopo Province. Unpublished Master's 
Dissertation. Department of Health Studies. University of South Africa. Available 
at: 
http://uir.unisa.ac.za/bitstream/handle/10500/3131/dissertation_baloyi_m.pdf?seq
uence=1&isAllowed=y. Accessed on 3 December 2019 
Bame S. I., Peterson N. & Wray N. P. 1993. Variation in hemodialysis patient 
compliance according to demographic characteristics. Social Science & Medicine, 
Volume 37 (8), pp 1035-1043. Available at: 
https://www.sciencedirect.com/science/article/abs/pii/027795369390438A. 
Bateman, C. 2012. NHI will put GPs ‘back at the centre’ – Motsoaledi. South 
African Medical Journal, 102(12), pp 904-905. doi:10.7196/SAMJ.6475 
Bateman, E., Feldman, C., Mash, R., Fairall, L., English, R. & Jithoo, A. 2009. 
Systems for the management of respiratory disease in primary care – an 
international series : South Africa. Primary Care Respiratory Journal. Nature 
Publishing Group. 18(2), pp 69–75. doi: 10.3132/pcrj.2009.00009. 
Bellare, J. R., Chikramane, P. S., Kane, S. G., Suresh, A. K. 2010. Extreme 
homeopathic dilutions retain starting materials: A nanoparticulate perspective. 
Homeopathy, 99(1), pp. 231- 242.  
 116 
Bellavite, P. 2003. Complexity science and homeopathy: a synthetic overview. 
Homeopathy, 92(1), pp. 203-212.  
Bellavite, P., Marzotto, M., Moratti, E. & Sigorini, A. 2015. Cell sensitivity, non-
linearity and inverse effects. Homeopathy, 104(1), pp. 139-160.  
Bidzha, L., Greyling, T. and Mahabir, J. 2017. Has South Africa’ s Investment in 
Public Healthcare Improved Health Outcomes? Economic Research Southern 
Africa. Available at: 
https://econrsa.org/system/files/publications/working_papers/working_paper_663.
pdf 
Bingley A., Holland P., Gadd B. & Mohiemang I. 2014. Evaluation of the Maun 
Homeopathy Project Clinic, Botswana- Final Report. Maun Homeopathy Project. 
Blanco, J.R., Morillo, R., Abril, V., Escobar, I., Bernal, E., Folguera, C., Brañas, 
F., Gimeno, M., Ibarra, O., Iribarren, J.A. and Lazaro, A., 2020. Deprescribing of 
non-antiretroviral therapy in HIV-infected patients. European journal of clinical 
pharmacology, 76(3), pp.305-318. 
Brak, P. 2018. A Patient Satisfaction Survey at the University of Johannesburg 
Homoeopathy Health Centre: January 2016 to June 2016. Unpublished Master's 
Disseration. Department of Homoeopathy. Univeristy of Johannesburg. 
Briggs, A. M., Woolf, A. D., Dreinhöfer, K., Homb, N., Hoy, D. G., Kopansky-
Giles, D., Åkesson, K., & March, L. 2018. Reducing the global burden of 
musculoskeletal conditions. Bulletin of the World Health Organization, 96(5), pp 
366–368. https://doi.org/10.2471/BLT.17.204891 
Brown, A., 2018. The Rise of Therapeutic Massage. Available at: 
https://www.tripsavvy.com/what-is-therapeutic-massage-3090019. Accessed on 22 
January 2020 
Centers for Disease Control (CDC) 2020. Influenza burden 2016-2017 season. 
Available at: https://www.cdc.gov/flu/about/burden/2016-2017.html. Accessed on 
20 March 2020. 
 117 
Chiropractic Association of South Africa (CASA). 2020. What is Chiropractic. 
Conditions Treated. Available at: https://chiropractic.co.za/conditions-treatment/ 
Accessed on 12 January 2020 
Chitindingu, E., George, G. & Gow, J. 2014. A review of the integration of 
traditional, complementary and alternative medicine into the curriculum of South 
African medical schools. BMC Medical Education. 14(1), pp 1–5. DOI: 
10.1186/1472-6920-14-40. 
Chobanian, A.V., Bakris, G.L., Black, H.R., Cushman, W.C., Green, L.A., Izzo Jr, 
J.L., Jones, D.W., Materson, B.J., Oparil, S., Wright Jr, J.T. & Roccella, E.J., 2003. 
The seventh report of the joint national committee on prevention, detection, 
evaluation, and treatment of high blood pressure: the JNC 7 report. Jama, 289(19), 
pp.2560-2571. 
Collins 2020. Definition of ‘demographics’. Available at: 
https://www.collinsdictionary.com/dictionary/english/demographic. Accessed on 
28 July 2020. 
Constitution of the Republic of South Africa. 1996. Chapter 2: p 11. Available at: 
https:// www.gov.za/documents/constitution-republic-south-africa-1996. Accessed 
on 18 May 2018 
Coovadia, H., Jewkes, R., Barron, P., Sanders, D. H., McIntyre, D. (2009). The 
health and health system of South Africa: historical roots of current public health 
challenges. The Lancet. Vol 273 p 873. Available at: 
https://pdfs.semanticscholar.org/0628/14832f64fd81ac9f86833a803bade2697085.
pdf. Accessed 1 January 2018 
Das E. 2005. Homeopathy around the world- an overview. Allgemeine 
Homöopathische Zeitung; 250–73. DOI: 10.1055/s-2005-868681 
Davidson, J. & Jonas, W. 2016. Individualized homeopathy: a consideration of its 
relationship to psychotherapy. The journal of alternative and complementary 
medicine, 22(8), pp. 594-598. 
 118 
De Jonge, C. and Barratt, C.L., 2019. The present crisis in male reproductive health: 
an urgent need for a political, social, and research roadmap. Andrology, 7(6), 
pp.762-768. 
De Klerk, J. (2018). UJ Statistical Department. Personal Correspondence. 
University of Johannesburg, STATKON, 20 Chiselhurst Avenue, Auckland Park: 
jdeklerk@uj.ac.za. 0115592851. 
De Klerk, J. 2020. UJ Statistical Department. Personal Correspondence. University 
of Johannesburg, STATKON, 20 Chiselhurst Avenue, Auckland Park: 
jdeklerk@uj.ac.za. 0115592851. 
De Schepper L. 2011 Hahnemann revisited: A textbook of classical homeopathy for 
the professional, reprint; B. Jain publishers, pp26-47; 56-87 
De Wet, H., Nciki, S. & van Vuuren, S.F. 2013. Medicinal plants used for the 
treatment of various skin disorders by a rural community in northern Maputaland, 
South Africa. J Ethnobiology Ethnomedicine 9, 51 https://doi.org/10.1186/1746-
4269-9-51 
Dell, A.J. & Kahn, D. 2017. Geographical maldistribution of surgical resources in 
South Africa: A review of the number of hospitals, hospital beds and surgical beds. 
South African Medical Journal. 107(12):1099–1105. DOI: 
10.7196/SAMJ.2017.v107i12.12539. 
Docrat, S., Besada, D., Cleary, S., Daviaud, E., Lund, C. 2019. Mental health 
system costs, resources and constraints in South Africa: a national survey. Health 
Policy and Planning. Advance article. Available at: 
https://academic.oup.com/heapol/advance-
article/doi/10.1093/heapol/czz085/5572608. Accessed on 31 July 2020. 
Dörig, S., Egger, M., Huwiler-Müntener, K., Jüni, P., Nartey, L., Pewsner, D., 
Shang, A., Sterne, J. A. 2005. Are the clinical effects of homoeopathy placebo 
effects? Comparative study of placebo-controlled trials of homoeopathy and 
allopathy. Lancet, 366(1), pp. 726-732.  
 119 
Dossett, M. L., & Yeh, G. Y. 2018. Homeopathy Use in the United States and 
Implications for Public Health: A Review. Homeopathy. The journal of the Faculty 
of Homeopathy, 107(1), 3–9. https://doi.org/10.1055/s-0037-1609016 
Dougans, I., 2007. SA Reflexology. What is Reflexology? - SA Reflexology. 
Available at: https://www.sareflexology.org.za/faq/what-is-reflexology-and-what-
is-a-reflexologist/. Accessed 22 January 2020. 
Douglas, M., Dawes, D., Holden, K. & Mack, D. 2015. Missed Policy 
Opportunities to Advance Health Equity by Recording Demographic Data in 
Electronic Health Records. American Journal of Public Health, 105(S3), pp.S380-
S388. 
Du Plessis, S., (2013). A Survey to determine the attitudes towards complementary 
and alternative medicine by users in Cape Town. Unpublished M. Tech: 




sburg,+South+Africa,+pp&ie=UTF- 8&oe=UTF-8. Accessed on 17 July. 2020.  
Duraisamy, V., Thekkur, P., Majella, M.G., Srinivasan, M., Saya, G.K. & 
Chinnakali, P. 2018. Morbidity profile of adult outpatients attending traditional 
medicine health facilities in a district of South India. Journal of Ayurveda and 
Integrative Medicine. 9(4), pp281–284. DOI: 10.1016/j.jaim.2017.06.009. 
Eastman, R., 2005. Epilepsy in South Africa. Acta Neurologica Scandinavica, 
112(s181), pp.8-11. 
Eizayaga, F., 1991. Treatise On Homoeopathic Medicine. Buenos Aires: Ediciones 
Marecel. 
Ellis, D.A., McQueenie, R., McConnachie, A., Wilson, P. and Williamson, A.E., 
2017. Demographic and practice factors predicting repeated non-attendance in 
 120 
primary care: a national retrospective cohort analysis. The Lancet Public 
Health, 2(12), pp.e551-e559. 
Ernst, E. 2016. The undiluted facts- different types of hemoeopathy and 
homoeopaths. 1st ed. Oxford, United Kingdom: Springer International Publishing, 
pp 35-38. 
European Committee of Homeopathy. 2014. Homeopathic Proving Guidelines. 
Liga Medicorum Homoeopathica Internationalis, 1(1), pp. 15. 
https://homeopathyeurope.org/downloads/project-one/Main-guidelines-v1-
English.pdf. Accessed on 5 January 2018.  
Folb, N., Timmerman, V., Levitt, N.S., Steyn, K., Bachmann, M.O., Lund, C., 
Bateman, E.D., Lombard, C., Gaziano T.A., Zwarenstein M., and Fairall L.R. 2015. 
Multimorbidity, control and treatment of noncommunicable diseases among 
primary healthcare attenders in the Western Cape, South Africa. South African 
Medical Journal. 105(8):642–647. DOI: 10.7196/SAMJnew.7882. 
Foley, H. and Steel, A., 2017. Patient perceptions of patient-centred care, empathy 
and empowerment in complementary medicine clinical practice: A cross-sectional 
study. Advances in Integrative Medicine, 4(1), pp.22-30. 
French, C. 2014. Why demographic data matters. University of New Hampshire 
Cooperative Extension. Available at: 
https://extension.unh.edu/resources/files/Resource004765_Rep6784.pdf. 
Accessed on 30 April 2018. 
Frith, A., 2011. Census 2011: Main Place: Soweto. Available at: 
https://census2011.adrianfrith.com/place/798026. Accessed on 22 November 2019. 
Fryatt, R. and Hunter, J. 2015. The Ideal Clinic in South Africa: Planning for 
implementation. South Africa Health Review 2014/15, 4(November): 21 - 34. 
Available at: https://www.profnetmedical.co.za/media/1179/south-african-health-
review-2014-15-part-2compressed.pdf. Accessed on 5 April 2020. 
 121 
Gatrell, A. and Senior, M., 1999. Health and healthcare applications. Geographical 
Information systems: Principles, techniques, applications and management. Pp 
925-931 
Gatrell, A., 2004. Chapter Twelve GIS and Health: from Spatial Analysis to Spatial 
Decision Support. Geographic Information Research: Transatlantic Perspectives. 
Taylor and Francis, London, pp.134-137. 
Gault B., 2019. Number of registered patients per GP rises to almost 2,100. 
Available at: http://www.pulsetoday.co.uk/news/all-news/number-of-registered-
patients-per-gp-rises-to-almost-2100/20039037.article. Accessed on 26 April 2020. 
Gaziano, T., Abrahams-Gessel, S., Gómez-Olivé, F., Wade, A., Crowther, N., 
Alam, S., Manne-Goehler, J., Kabudula, C., Wagner, R., Rohr, J., Montana, L., 
Kahn, K., Bärnighausen, T., Berkman, L. and Tollman, S., 2017. Cardiometabolic 
risk in a population of older adults with multiple co-morbidities in rural south africa: 
the HAALSI (Health and Aging in Africa: longitudinal studies of INDEPTH 
communities) study. BMC Public Health, 17(1). 
Ghosh, A.K. 2018. History of Development of Homoeopathy in India. Indian 
Journal of History of Science, 53.1 pp 76-83. DOI: 10.16943/ijhs/2018/v53i1/49366. 
Gómez-Olivé, F., Ali, S., Made, F., Kyobutungi, C., Nonterah, E., Micklesfield, L., 
Alberts, M., Boua, R., Hazelhurst, S., Debpuur, C., Mashinya, F., Dikotope, S., 
Sorgho, H., Cook, I., Muthuri, S., Soo, C., Mukomana, F., Agongo, G., Wandabwa, 
C., Afolabi, S., Oduro, A., Tinto, H., Wagner, R., Haregu, T., Wade, A., Kahn, K., 
Norris, S., Crowther, N., Tollman, S., Sankoh, O. & Ramsay, M., 2017. Regional 
and Sex Differences in the Prevalence and Awareness of Hypertension: An 
H3Africa AWI-Gen Study Across 6 Sites in Sub-Saharan Africa. Global Heart, 
12(2), p.81. 
Gower, N. (2013). Homoeopathy in South Africa. (online) Homeopathy Papers, 
Hpathy. Available at: https://hpathy.com/homeopathy-papers/homoeopathy-south-
africa/print/. Accessed: 9 April 2020. 
 122 
Grimaldi-Bensouda, L., Rouillon, F., Massol, J., Guillemot, D., Avouac, B., Duru, 
G., Magnier, A., Rossignol, M., Abenhaim, L. and Begaud, B., 2014. 
Characteristics of patients consulting their regular primary care physician according 
to their prescribing preferences for homeopathy and complementary medicine. 
Homeopathy, 103(1), pp.51-57. 
Hahnemann, S. 2015 Organon of Medicine. 6th ed. New Delhi: B. Jain Publishers. 
Pp. 205- 207, 221-225.  
Hantsch, J. J. & Stuelpner, J. 2012. One at a Time; Producing Patient Profiles and 
Narratives. SAS Global Forum 2012. Available at: 
http://support.sas.com/resources/papers/proceedings12/211-2012.pdf Accessed on 
14 May 2018. 
Haselen, R., Khurana, A., Manchanda, R., Mittal, R., Taneja, D. 2015. 
Homoeopathic Drug Proving: Randomised double-blind placebo-controlled trial. 
Indian Journal of Research in Homoeopathy, 9(1), pp. 3-11.  
Health Systems Trust 2017. South African Health Review 2017. South Africa 
Health Review 2017. doi: 10.1093/heapol/czq021. 
Hernandez J.B.R., Kim P.Y. Epidemiology Morbidity And Mortality. 2020. In: 
StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 2020. Available 
from: https://www.ncbi.nlm.nih.gov/books/NBK547668/. Accessed on 12 August 
2020. 
Holgreaves, A. 2007 A Survey Investigating and Establishing Public Perception of 
Homoeopathy in Living Standard Measure Groups 2, 3, 4, 5 and 6 in South Africa. 
Unpublished, Masters dissertation, University of Johannesburg, Johannesburg.  
Homeopathy Research Institute (HRI). (No date) Available at: https://www.hri-
research.org/about-hri/. Accessed on 5 November 2019. 
 123 
HSA. Homeopathic Association of South Africa 2019. Homeopathy Explained. 
Available at: https://homeopathy.org.za/homeopathy-explained. Accessed on 2 
January 2019. 
HSA. Homeopathic Association of South Africa. 2020. Existing Homoeopathic 
Scope of Practice. Available at: 
https://homeopathy.org.za/storage/media/2019_09_16/scope-of-practice-20052-
1568629224-WFJdM.pdf. Accessed on 20 February 2020. 
International Diabetes Federation (IDF) 2019. Incidence of diabetes mellitus. 
Available at: https://www.idf.org/our-network/regions-members/africa/diabetes-
in-africa.html. Accessed on 12 December 2019. 
Jansen, A.C., van Aalst-Cohen, E.S., Hutten, B.A., Büller, H.R., Kastelein, J.J. and 
Prins, M.H., 2005. Guidelines were developed for data collection from medical 
records for use in retrospective analyses. Journal of clinical epidemiology, 58(3), 
pp.269-274. 
Jaul, E. & Barron, J., 2017. Age-related diseases and clinical and public health 
implications for the 85 years old and over population. Frontiers in public health, 5, 
p.335. 
Jobson, M. 2015. Structure of the health system in South Africa- Khulumani 
Support Group, 1(1), pp1-14. Available at. https://www.khulumani.net/active-
citizens/item/1164-the-health-system-in-southafrica-actions-to-secure-the-right-
to-health-in-south-africa.html. Accessed on 22 May 2018.  
Johnson, L.F., Dorrington, R.E. and Moolla, H., 2017. Progress towards the 2020 
targets for HIV diagnosis and antiretroviral treatment in South Africa. Southern 
African journal of HIV medicine, 18(1). 
Johnston, M., Crilly, M., Black, C., Prescott, G. and Mercer, S., 2018. Defining and 
measuring multimorbidity: a systematic review of systematic reviews. European 
Journal of Public Health, 29(1), pp.182-189. 
 124 
Joubert, J.W. 2013. Gauteng: Paratransit-Perpetual Pain or Potent Potential? In 
Megacity Mobility Culture: How Cities Move on in a Diverse World. Berlin, 
Heidelberg: Springer Berlin Heidelberg. 107–126. DOI: 10.1007/978-3-642-
34735-1_6. 
Kaptchuk, T., J., 2013. NCCIH. Traditional Chinese Medicine: In Depth. Available 
at: https://nccih.nih.gov/health/whatiscam/chinesemed.htm#refs. Accessed on 22 
January 2020. 
Kara S. 2019. An Evaluation of Patient Profiles and Record Keeping of the 
University of Johannesburg Homeopathic Health Centre in Doornfontein. 
Unpublished Master’s Dissertation. Department of Homeopathy. University of 
Johannesburg. 
Katalambula, L.K., Meyer, D.N., Ngoma, T., Buza, J., Mpolya, E., Mtumwa, A.H. 
and Petrucka, P., 2017. Dietary pattern and other lifestyle factors as potential 
contributors to hypertension prevalence in Arusha City, Tanzania: a population-
based descriptive study. BMC public health, 17(1), p.659. 
Katumbaa, S., Fabris-Rotellib, I., Steinb, A. and Coetzee, S., 2019. A spatial 
analytical approach towards understanding racial residential segregation in Gauteng 
province (South Africa). Abstracts of the ICA, 1. 
Kaur, G., Bansal, R., Anand, T., Kumar, A. and Singh, J., 2019. Morbidity profile 
of noncommunicable diseases among elderly in a city in North India. Clinical 
Epidemiology and Global Health, 7(1), pp.29-34. 
Kautzky, K. & Tollman, S. M. 2008. A Perspective on Primary Healthcare in South 
Africa. In: Barron, P. Roma-Reardon, J. ed. South African Health Review 2008. 
Durban: Health Systems Trust. pp 18-27 
Kerr, O.A., Tidman, M.J., Walker, J.J., Aldridge, R.D. & Benton, E.C., 2010. The 
profile of dermatological problems in primary care. Clinical and Experimental 
Dermatology: Experimental dermatology, 35(4), pp.380-383. 
 125 
Kiefer, D., 2016. WebMD. What Is Ayurveda? [online] Available at: 
https://www.webmd.com/balance/guide/ayurvedic-treatments#1 Accessed on 18 
November 2019.  
Kirigia, J. M., Sambo, L. G., & Scheel, H. 2001. Technical efficiency of public 
clinics in Kwazulu-Natal Province of South Africa. East African medical 
journal, 78(3 Suppl), S1–S13. https://doi.org/10.4314/eamj.v78i3.9070 
Kretchy, I., Owusu-Daaku, F. and Danquah, S. (2014). Patterns and determinants 
of the use of complementary and alternative medicine: a cross-sectional study of 
hypertensive patients in Ghana. BMC Complementary and Alternative Medicine 
2014. Vol 14 (44) Available at: http://www.biomedcentral.com/1472-6882/14/44 
Landau, L. & Gindrey, V., (2008). Migration And Population Trends In Gauteng 
Province 1996-2055. Migration studies working paper series. University of the 
Witwatersrand. Available at: http://migration.org.za. Accessed 10 November 2019. 
Levy, D., Larson, M.G., Vasan, R.S., Kannel, W.B. & Ho, K.K., 1996. The 
progression from hypertension to congestive heart failure. Jama, 275(20), pp.1557-
1562. 
Liew, T.Y.S., Ng, J.X., Jayne, C.H.Z., Ragupathi, T., Teo, C.K.A. & Yeo, T.T. 
2019. Changing demographic profiles of patients with traumatic brain injury: An 
aging concern. Frontiers in Surgery. 6, pp1–7. doi: 10.3389/fsurg.2019.00037. 
Lilley D. 2008. The History and Development of Homoeopathy in South Africa; 
LMHI- Homoeopathy in South Africa. Available at: www.lmhi.net .Accessed 15 
April 2017 
Lloyd, I. 2009. Naturopathy - an overview. Available at: 
https://www.sciencedirect.com/topics/medicine-and-dentistry/naturopathy. 
Accessed 20 January 2020. 
Macintosh G. C. 2019. Clinical Conditions and Treatment Outcomes of Patients 
Seeking Homoeopathic Treatment in Gauteng. Unpublished Master’s Dissertation. 
University of Johannesburg. Department of Homeopathy. 
 126 
Mailis-Gagnon, A., Yegneswaran, B., Lakha, S. F., Nicholson, K., Steiman, A. J., 
Ng, D. & Zurowski, M. 2007. Pain characteristics and demographics of patients 
attending a university-affiliated pain clinic in Toronto, Ontario. Pain Research and 
Management, 12(2), pp 93-99.  
Manchanda, R.K. 2016. Integrating Homoeopathy in Healthcare. Indian Journal of 
Research in Homoeopathy. Available at: 
http://www.ijrh.org/text.asp?2016/10/1/1/179149. Accessed on 10 July. 2018. 
Manga, A. 2007. A survey to investigate and establish the public perceptions of 
homoeopathy in Living Standards Measure groups 9 and 10 in South Africa. 
Unpublished, Masters dissertation. University of Johannesburg, Johannesburg.  
Manyisa, Z. M. & van Aswegen, E. J. 2017. Factors affecting working conditions 
in public hospitals: A literature review. International Journal of Africa Nursing 
Sciences, 6: 28–38. doi: 10.1016/j.ijans.2017.02.002. 
Maphumulo, W. T., & Bhengu, B. R. 2019. Challenges of quality improvement in 
the healthcare of South Africa post-apartheid: A critical review. Curationis, 42(1), 
pp e1–e9. https://doi.org/10.4102/curationis.v42i1.1901 
Maps of South Africa 2009. Regions of Gauteng Province. Available at: 
https://showme.co.za/facts-about-south-africa/the-maps-of-south-africa/. Accessed 
on 5 February 2020. 
Mash M. and von Pressentin K. B. 2018. Strengthening the district health system 
through family physicians. Chapter 4 in: The South African Health Review 2018. 
Pp 33-38 
Mayosi, B. M., Lawn, J. E., Van Niekerk, A., Bradshaw, D., Abdool Karim, S. S., 
and Coovadia, H. M. 2012. Health in South Africa: Changes and challenges since 
2009. The Lancet, Vol 380, pp 2029-2043. Available at: 
http://dx.doi.org/10.1016/S0140- 6736(12)61814-5. Accessed on12 June 2018. 
 127 
Mayosi, B. M., Phil, D., Benatar, S. R.,. 2014. Health and healthcare in South Africa 
— 20 years after Mandela. New England Journal of Medicine, Vol 371(14), pp 
1344-1353. 
Mayosi, B., Flisher, A., Lalloo, U., Sitas, F., Tollman, S. and Bradshaw, D. 2009. 
The burden of non-communicable diseases in South Africa, The Lancet. Vol 374: 
9693. pp 934-947. 
McElroy-Cox, C., 2009. Alternative approaches to epilepsy treatment. Current 
Neurology and Neuroscience Reports, 9(4), pp.313-318. 
Mcintyre, D. 2010. Private sector involvement in funding and providing health 
services in South Africa: Implications for equity and access to healthcare In the 
Regional Network for Equity in Health in East and Southern Africa (EQUINET) 
With support from Southern African Tr. (July). 
McKay, M.T., Andretta, J.R., Cole, J.C. and Clarke, M., 2020. Socio-demographic 
predictors of well-being in United Kingdom adolescents, and the impact of well-
being on a range of health-related outcomes. Psychiatry Research, 285, p.112728. 
Medical Brief. 2018. Africa Check puts together the numbers on doctor-patient 
ratios. Medical Brief. August 2018. Available at: 
https://www.medicalbrief.co.za/archives/africa-check-puts-together-numbers-
doctor-patient-ratios/. Accessed on 7 August 2020 
Meffert, B. N., Morabito, D. M., Sawicki, D. A., Hausman, C., Southwick, S. M., 
Pietrzak, R. H., & Heinz, A. J. 2019. US Veterans Who Do and Do Not Utilize 
Veterans Affairs Healthcare Services: Demographic, Military, Medical, and 
Psychosocial Characteristics. The primary care companion for CNS 
disorders, 21(1), 18m02350. https://doi.org/10.4088/PCC.18m02350 
Merriam-webster.com. 2020a. Definition Of DEMOGRAPHIC. Available at: 
<https://www.merriam-webster.com/dictionary/demographic> Accessed 16 July 
2020. (not found in study) 
 128 
Merriam-webster.com. 2020b. Definition Of MORBIDITY. [online] Available at: 
<https://www.merriam-webster.com/dictionary/morbidity> [Accessed 18 August 
2020]. 
Mishra, B. R. 2013. Drug proving in homoeopathy. Internatioal Conference and 
Exhinition on Traditional & Alternative Medicine, 2(10), pp. 83.  
Mohan, V., Deepa, M., Deepa, R., Shanthirani, C. S., Farooq, S., Ganesan, A., & 
Datta, M. 2006. Secular trends in the prevalence of diabetes and impaired glucose 
tolerance in urban South India--the Chennai Urban Rural Epidemiology Study 
(CURES-17). Diabetologia, 49(6), 1175–1178. https://doi.org/10.1007/s00125-
006-0219-2 
Montecino-Rodriguez, E., Berent-Maoz, B. and Dorshkind, K., 2013. Causes, 
consequences, and reversal of immune system aging. Journal of Clinical 
Investigation, 123(3), pp.958-965. 
Müller, V., Schmacke, N., Stamer, M. 2014. What is it about homeopathy that 
patients value? And what can family medicine learn from this? Quality in Primary 
Care, 22(1), pp. 17-24. 
Mumba, B. and Alıcı, D., 2018. Understanding Quantitative versus Qualitative 
Dichotomies. Available at SSRN 3310884. 
Mutshatshi, T.E., Mothiba, T.M., Mamogobo, P.M. and Mbombi, M.O., 2018. 
Record-keeping: Challenges experienced by nurses in selected public hospitals. 
Curationis, 41(1), pp.1-6. 
Nagpal, R., Mainali, R., Ahmadi, S., Wang, S., Singh, R., Kavanagh, K., Kitzman, 
D., Kushugulova, A., Marotta, F. and Yadav, H., 2018. Gut microbiome and aging: 
Physiological and mechanistic insights. Nutrition and Healthy Aging, 4(4), pp.267-
285. 
 129 
National Center for Complementary and Integrative Health (NCCIH). 2016. 
Acupuncture. Available at: https://www.nccih.nih.gov/health/acupuncture-in-
depth. Accessed on 15 November 2019 
National Development Plan 2030. 2012. National Planning Commission, South 
Africa. Available at: 
https://www.gov.za/sites/default/files/gcis_document/201409/ndp-2030-our-
future-make-it-workr.pdf. Accessed on 20 November 2019 
National Health Insurance Bill. 2019. Republic of South Africa. Available at: 
https://www.gov.za/sites/default/files/gcis_document/201908/national-health-
insurance-bill-b-11-2019.pdf. Accessed on 30 September 2019. 
National Institute for Communicable Diseases (NICD). 2017. TB burden 2015. 
Available at: http://www.nicd.ac.za/wp-content/uploads/2019/11/National-TB-
Surveillace-Report_2004_2015_NICD.pdf. Accessed on 20 March 2020. 
Nayak, C. & Upadhyay, R. 2011. Homeopathy emerging as nanomedicine. 
International Journal of High Dilution Research, 10(37), pp. 299-310.  
NDoH. National Department of Health. 2017. National Health : Towards universal 
health coverage. Avaliable at: https://www.gov.za/documents/national-health-act-
national-health-insurance-policy-towards-universal-health-coverage-30. Accessed 
on 30 September 2019. 
NDoH. National Department of Health. 2019a. Vision and Mission. Available at: 
http://www.health.gov.za/index.php/shortcodes/vision-mission. Accessed on 5 
October 2019. 
NDoH. National Department of Health. 2019b Operation Phakisa, Ideal Clinic 
Program. Available at: https://www.idealhealthfacility.org.za. Accessed 5 October 
2019. 
NDoH. National Department of Health. 2019c. Cheka Impilo Campaign. Available 
at: http://www.health.gov.za/index.php/ndoh-campaigns-list/431-cheka-impilo-
campaign. Accessed on 20 November 2019 
 130 
NDoH. National Department of Health: Healthestablishments.org.za. 
2020a. Primary Healthcare Facilities - Primary Healthcare Facility. [online] 
Available at: <https://www.healthestablishments.org.za/Home/Facility> Accessed 
on 21 July 2020. 
NDoH. National Department of Health. 2020b. Maternal and Child Health. 
Available at: http://www.health.gov.za/index.php/shortcodes/2015-03-29-10-42-
47/2015-04-30-08-18-10/2015-04-30-08-24-27. Accessed on 12 August 2020. 
NDoH. National Department of Health. 2020c. MomConnect and NurseConnect. 
Available at: http://www.health.gov.za/index.php/mom-connect. Accessed on 21 
January 2020 
NHS. National Health Service. 2018. Homeopathy. Available at: 
https://www.nhs.uk/conditions/homeopathy/. Accessed on 14 February 2020 
Nkosi, M., Goudge, J. and Kahn, K. 2007. Investigating barriers to primary 
healthcare: A rural household survey. Centre for Health Policy and Agincourt 
Health and Population Unit. Available at: 
http://www.chp.ac.za/PolicyBriefs/Documents/Cost%20still%20a%20barrier%20t
o%20primary%20health%20care%20for%20rural%20poor%20in%20South%20A
frica.pdf. Accessed on 25 May 2018. 
Nunu, W.N. and Munyewende, P.O., 2017. Patient satisfaction with nurse-delivery 
primary health care services in Free State and Gauteng provinces, South Africa: A 
comparative study. African journal of primary health care & family medicine, 9(1), 
pp.1-8. 
O’Mahony, D., O’Leary, P. & Quigley, E.M.M. (2002). Aging and Intestinal 
Motility. Drugs Aging 19, 515–527 https://doi.org/10.2165/00002512-200219070-
00005 
Oni, T., Youngblood, E., Boulle, A., McGrath, N., Wilkinson, R, and Levitt, N. 
2015. Patterns of HIV, TB, and non-communicable disease multi-morbidity in peri-
 131 
urban South Africa- a cross sectional study. BMC Infectious Diseases, Volume 15: 
20. 
Owen, D. 2015 Principles and Practice of homoeopathy. 1st ed. Chruchill 
Livingstone, pp. 51-58.  
Owolabi, L., Adamu, B., Jibo, A., Owolabi, S., Isa, A., Alhaji, I. and Enwere, O., 
2020. Prevalence of active epilepsy, lifetime epilepsy prevalence, and burden of 
epilepsy in Sub-Saharan Africa from meta-analysis of door-to-door population-
based surveys. Epilepsy & Behavior, 103, p.106846. 
Pallant, J. 2007. SPSS survival manual: a step-by-step guide to data analysis using 
SPSS version 15. Maidenhead, Berkshire: Open University Press. 
Pannek, J., Pannek-Rademacher, S., Jus, M.S., Wöllner, J. and Krebs, J., 2019. 
Usefulness of classical homeopathy for the prophylaxis of recurrent urinary tract 
infections in individuals with chronic neurogenic lower urinary tract 
dysfunction. The journal of spinal cord medicine, 42(4), pp.453-459. 
Petersen, I., Fairall, L., Bhana, A., Kathree, T., Selohilwe, O., Brooke-Sumner, C., 
Faris, G., Breuer, E., Sibanyoni, N., Lund, C. and Patel, V. 2016. Integrating mental 
health into chronic care in South Africa: the development of a district mental 
healthcare plan. The British Journal of Psychiatry, Vol 208, pp29–39. 
Phillips, H.T., 1993. The 1945 Gluckman Report and the establishment of South 
Africa's health centers. American journal of public health, 83(7), pp.1037-1039. 
Pickard, K.T. & Swan, M. 2014. Big Desire to Share Big Health Data: A Shift in 
Consumer Attitudes toward Personal Health Information. 51–58. Available at: 
https://www.aaai.org/ocs/index.php/SSS/SSS14/paper/download/7765/7783. 
Accessed on 26 April 2020. 
Pillay S. 2013 A Study On The Knowledge, Attitudes And Perceptions Of Primary 
Healthcare Nurses In The Ethekwini Municipality District With Regards To The 
 132 
Inclusion Of Homoeopathy In Primary Healthcare. Unpublished, Masters 
dissertation, University of Johannesburg, Johannesburg. 
Pramlall, P. 2016. A Retrospective Clinical Audit of the Durban University of 
Technology Homeopathic Satellite Clinic in Redhill. Unpublished Dissertation. 
Durban University of Technology. pp. 1-4, 62-64. 
Prinsloo, J. (2009). Homeopathic Training and Qualifications found in South 
Africa. Available at: www.biocura.co.za. Accessed on 22 May 2018. 
Queirós, A., Faria, D. and Almeida, F., 2017. Strengths and limitations of 
qualitative and quantitative research methods. European Journal of Education 
Studies 3(9) pp369-386. 
Ramachandran, A., Snehalatha, C., Kapur, A., Vijay, V., Mohan, V., Das, A. K., 
Rao, P. V., Yajnik, C. S., Prasanna Kumar, K. M., Nair, J. D., and Diabetes 
Epidemiology Study Group in India (DESI) 2001. High prevalence of diabetes and 
impaired glucose tolerance in India: National Urban Diabetes 
Survey. Diabetologia, 44(9), pp 1094–1101. 
https://doi.org/10.1007/s001250100627 
Rathnayake, D., Wikramasinghe, C. & Weerabaddana, C. 2019. Introduce new 
paper-based outpatient morbidity recording system to outpatient departments of 
public hospitals in Sri Lanka: feasibility study. Journal of Hospital Management 
and Health Policy. 3(June):27–27. DOI: 10.21037/jhmhp.2019.09.02. 
Relton, C., Cooper, K., Viksveen, P., Fibert, P. & Thomas, K. 2017. Prevalence of 
homeopathy use by the general population worldwide: a systematic review. 
Homeopathy. 106(2), pp 69–78. DOI: 10.1016/j.homp.2017.03.002. 
Riley D.S. (2012) Homeopathic Drug Provings – An Introduction to General 
Methodological Considerations. In: Materia Medica of New and Old Homeopathic 
Medicines. Springer, Berlin, Heidelberg. https://doi.org/10.1007/978-3-642-
25292-1_1 
 133 
Rispel, L. C., Jager, P. De & Fonn, S. 2016. Exploring corruption in the South 
African health sector. Health Policy and Planning, 31(2) pp 239–249. doi: 
10.1093/heapol/czv047. 
Robertson L. J., Chiliza B., Janse van Rensburg A., B. & Talatala M. 2018. Towards 
universal health coverage for people living with mental illness in South Africa. In: 
South African Health Review 2018. Pp 99-102. Available at: 
https://journals.co.za/docserver/fulltext/healthr_2018_a14.pdf?expires=15962020
00&id=id&accname=guest&checksum=BCB590766C7C19D9DCFDDF8E86A65
4A3. Accessed on 30 July 2020. 
Rosenstock, J., 2001. Management of type 2 diabetes mellitus in the elderly. Drugs 
& aging, 18(1), pp.31-44. 
Roy, V., Gupta, M., & Ghosh, R. K. 2015. Perception, attitude and usage of 
complementary and alternative medicine among doctors and patients in a tertiary 
care hospital in India. Indian journal of pharmacology, 47(2), pp 137–142. 
https://doi.org/10.4103/0253-7613.153418 
Schultz, J. 2009. Unofficial Report for the University of Johannesburg. Personal 
correspondence on 18 May 2018 
Schultz, J. 2018. Establishing the UJ HHC Soweto site. found on page 39 of 
studyPersonal correspondence on 18 May 2018 
Shelledy, D.& Peters, J. 2016. Respiratory care: Patient Assessment and Care Plan 
Development. Massachusetts: Joans & Bartlett Learning, p.89. 
Shirwaikar, A., Govindarajan, R. & Rawat, A. K. S. 2013. Integrating 
Complementary and Alternative Medicine with Primary Healthcare. Evidence-
Based Complementary and Alternative Medicine. Available at: 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3728503/pdf/ECAM2013-
948308.pdf. Accessed on 20 April 2018 
 134 
Skosana I. (2015). All the nuts and bolts of the NHI. Available at: 
https://www.mm3admin.co.za/documents/docmanager/f447b607-3c8f-4eb7-8da4-
11bca747079f/00101607.pdf. Accessed on 12 August 2020. 
Skosana, I. 2018. Does one SA doctor treat 4,000 patients in public care, but fewer 
than 300 privately? | Africa Check Africa Check. Available at: 
https://africacheck.org/reports/does-one-sa-doctor-treat-over-4000-patients-in-
public-care-but-less-than-300-privately/. Accessed on 20 November 2019 
Smillie, T. 2010. A Clinical Audit of the Durban University of Technology 
Homeopathic Satellite Clinic Established at Ukuba Nesibindi. Unpublished 
Dissertation. Durban University of Technology. pp. 1-2, 72-76. 
Soffer T., Press Y., Peleg A., Friger M., Ganel U. & Peleg R. 2001. Characteristics 
of Patients at a Complementary Medicine Clinic in Beer Sheva: Summary of the 
First Two Years of Operation. Unpublished article.  
South African Association of Herbal Practitioners. SAAHP. 2018. 
Herbalpractitionerssa.co.za. Phytotherapy | South African Association of Herbal 
Practitioners. Available at: http://herbalpractitionerssa.co.za/about/phytotherapy/. 
Accessed on 21 January 2020. 
South African Audience Research Foundation 2017 Living Standard Measure 
Groupings. Available at: http://www.saarf.co.za. Accessed on 12 October 2019. 
South African Health Review 2018. Hst.org.za. Available at: 
https://www.hst.org.za/publications/South%20African%20Health%20Reviews/S
AHR%202018.pdf. Accessed on 18 August 2020. 
South African History Online 2019. SOWETO. Available at; 
https://www.sahistory.org.za/place/soweto. Accessed on 15 December 2019. (not 
found in study) 
STATS SA. 2011. Estimating completeness of Adult Mortality Data at sub-national 
level. Available at: http://www.statssa.gov.za/publications/03-09-14/03-09-
142011.pdf. Accessed on 23 May 2019. 
 135 
STATS SA 2013. Patterns of morbidity and mortality among older persons in South 
Africa, 2013. Available at: http://www.statssa.gov.za/publications/Report-03-09-
11/Report-03-09-112013.pdf. Accessed on 3 August 2020. 
STATS SA. 2016a. Community survey 2016 - Statistical release. doi: 
10.1177/153331758800300307. 
STATS SA. 2016b. Mortality and causes of death in South Africa, 2016: Findings 
from death notification. Statistics South Africa. p 33. Available at: 
http://www.statssa.gov.za/publications/P03093/P030932016.pdf. Accessed on 17 
May 2018. 
STATS SA. 2016c. General Household Survey Statistical Release. doi: 
10.1016/S0022-5223(12)00629-0. 
STATS SA. 2019a. Mid-year population estimates 2019. Available at: 
http://www.statssa.gov.za/publications/P0302/P03022019.pdf. Accessed on 12 
November 2019. 
STATS SA. 2020. Mortality and causes of death in South Africa: Findings from 
death notification, 2017. Available at: 
http://www.statssa.gov.za/?page_id=1856&PPN=P0309.3&SCH=7914. Accessed 
on 20 November 2020. 
Steel A, Cramer H, Leung B, Lauche R, Adams J, Langhorst J. & Dobos G. 2016. 
Characteristics of Homeopathy Users among Internal Medicine Patients in 
Germany. Forsch Komplementmed. 23:284-289. doi: 10.1159/000450818 
Steve Biko Academic Hospital 2019. South Africa’s Healthcare Structure. 
Available at: https://www.sbah.org.za. Accessed on 15 December 2019. 
Stime, K., Garrett, N., Sookrajh, Y., Dorward, J., Dlamini, N., Olowolagba, A., 
Sharma, M., Barnabas, R. and Drain, P., 2018. Clinic flow for STI, HIV, and TB 
patients in an urban infectious disease clinic offering point-of-care testing services 
in Durban, South Africa. BMC Health Services Research, 18(1). 
 136 
Sudharsanan, N. and Geldsetzer, P., 2019. Impact of Coming Demographic 
Changes on the Number of Adults in Need of Care for Hypertension in Brazil, 
China, India, Indonesia, Mexico, and South Africa: A Modeling Study. 
Hypertension, 73(4), pp.770-776. 
Tarrant, C., Wobi, F., and Angell, E. 2013. Tackling health inequalities: socio-
demographic data could play a bigger role. Family Practice. 30(6) pp 613–614. 
Available at: https://academic.oup.com/fampra/article/30/6/613/527835. Accessed 
on 10 July 2018. 
Thandar, Y., Botha, J., Sartorius, B. & Mosam, A. 2017. Knowledge, attitude and 
practices of south african healthcare professionals towards complementary and 
alternative medicine use for atopic eczema – a descriptive survey. South African 
Family Practice, 59(1): 22–28. doi: 10.1080/20786190.2016.1248146. 
Thomas R. 2008. Health services marketing. New York: Springer, pp 66, 147, 175. 
Thomas, R., Burger, R. & Hauck, K., 2018. Richer, wiser and in better health? The 
socioeconomic gradient in hypertension prevalence, unawareness and control in 
South Africa. Social Science & Medicine, 217, pp.18-30. 
Thomson, P., Jones, J., Evans, J. M. and Leslie, S. L. 2012. Factors influencing the 
use of complementary and alternative medicine and whether patients inform their 
primary care physician. Complementary Therapies in Medicine, 20(1–2): 45–53. 
doi: 10.1016/j.ctim.2011.10.001. 
Tibb. 2017. Unani Tibb Medicine – Integrative Medicine. Available at: 
http://integrativemedicine.co.za/unani-tibb-medicine/. Accessed on 21 January 
2020. 
TMR . Transparency Market Research.. 2016. Homeopathy Product Market to 
touch US$17.4 billion by 2024 | TMR. [online] Available at: 
https://www.transparencymarketresearch.com/pressrelease/homeopathy-product-
market.htm [Accessed 14 July 2020].  
 137 
Tomlinson, M., Grimsrud, A.T., Stein, D.J., Williams, D.R. & Myer, L. 2009. 
ORIGINAL ARTICLES The epidemiology of major depression in South Africa : 
Results from the South African Stress and Health study. 99(5):368–373. Available 
at: https://www.ajol.info/index.php/samj/article/view/50768. Accessed on 30 July 
2020. 
Uber SA 2019. Map of Soweto and Surrounds. Available at: 
https://www.uber.com/en-ZA/blog/lower-minimum-fare-soweto/. Accessed on 15 
December 2019. 
University of Johannesburg, 2020. Complementary Medicine - Homoeopathy 
Clinic. [online] Uj.ac.za. Available at: 
<https://www.uj.ac.za/faculties/health/Homoeopathy/Pages/Homoeopathy-Clinic-
.aspx> [Accessed 29 January 2020]. 
University of Johannesburg. 2017. Homeopathy Clinics: What is Homeopathy? 
Health Sciences, University of Johannesburg. Available at: 
https://www.uj.ac.za/faculties/health/Homoeopathy/Documents/Homoeopathy%2
0Clinic.pdf Accessed 18/05/2018 
Van Wassenhoven, M., Goossens, M., Anelli, M., Sermeus, G., Kupers, P., 
Morgado, C., Martin, E. and Bezerra, M., 2014. Homeopathy and health related 
Quality of Life: a patient satisfaction survey in six European countries and 
Brazil. Homeopathy, 103(4), pp.250-256. 
Vaughan, C., Markland, A., Smith, P., Burgio, K. and Kuchel, G., 2017. Report and 
Research Agenda of the American Geriatrics Society and National Institute on 
Aging Bedside-to-Bench Conference on Urinary Incontinence in Older Adults: A 
Translational Research Agenda for a Complex Geriatric Syndrome. Journal of the 
American Geriatrics Society, 66(4), pp.773-782. 
Vieira, G., Basano, S. and Camargo, L., 2016. Transition of the morbidity and 
mortality profile in a municipality in the interior of the Brazilian Amazon. Revista 
da Sociedade Brasileira de Medicina Tropical, 49(4), pp.411-417. 
 138 
Visagie, S. & Schneider, M. 2014. Implementation of the principles of primary 
healthcare in a rural area of South Africa. African Journal of Primary Healthcare 
and Family Medicine, 6(1) pp 1–11. doi: 10.4102/phcfm.v6i1.562. 
von Glehn, M., Sidon, L. and Machado, E., 2017. Gynecological complaints and 
their associated factors among women in a family health-care clinic. Journal of 
Family Medicine and Primary Care, 6(1), p.88. 
Wang, E., Lim, B.L.& Than, K.Y., 2009. Dermatological conditions presenting at 
an emergency department in Singapore. Singapore Med J, 50(9), pp.881-4. 
Whiddett, R., Hunter, I., Engelbrecht, J. and Handy, J. 2006. Patients’ attitudes 
towards sharing their health information. International Journal of Medical 
Informatics Volume 75 (7), pp 530-541. Available at: 
https://www.sciencedirect.com/science/article/abs/pii/S1386505605001735. 
Accessed on 12 January 2020. 
Whiteford, H.A., Degenhardt, L., Rehm, J., Baxter, A.J., Ferrari, A.J., Erskine, 
H.E., Charlson, F.J., Norman, R.E., Flaxman, A.D., Johns, N. and Burstein, R., 
2013. Global burden of disease attributable to mental and substance use disorders: 
findings from the Global Burden of Disease Study 2010. The lancet, 382(9904), 
pp.1575-1586. 
WHO. 2002. Integrated chronic disease prevention and control. Available at: 
https://www.who.int/chp/about/integrated_cd/en/. Accessed on 6 August 2020. 
WHO. 2016. Multimorbidity: Technical Series on Safer Primary Care. 28. DOI: 
10.1097/01.NURSE.0000524761.58624.1f. 
WHO 2020a. Nursing and midwifery personnel (per 10 000 population). Available 
at: https://www.who.int/data/gho/data/indicators/indicator-details/GHO/nursing-
and-midwifery-personnel-(per-10-000-population). Accessed on 3 August 2020 
WHO. 2020b. Traditional, Complementary and Integrative Medicine. Available at: 
https://www.who.int/health-topics/traditional-complementary-and-integrative-
medicine#tab=tab_1. Accessed on 5 June 2020 
 139 
WHO 2020c. Cardiovascular disease. Available at: https://www.who.int/health-
topics/cardiovascular-diseases/#tab=tab_1. Accessed on 2 July 2020. 
Wijnhoven, H., de Vet, H. & Picavet, H., 2006. Prevalence of Musculoskeletal 
Disorders Is Systematically Higher in Women Than in Men. The Clinical Journal 
of Pain, 22(8), pp.717-724. 
Wilson, R. 2018. Aromatherapy PA. Goodreads.com. Available at: 
https://www.goodreads.com/book/show/2858108-aromatherapy-pa. Accessed 21 
January 2020. 
Woolf, A. D., Erwin, J. & March, L. 2012. The need to address the burden of 
musculoskeletal conditions. Best practice & research Clinical 
rheumatology, 26(2), pp 183-224. 
Yamini Ranchod, M., S. 2017. Acupuncture: How it works, uses, benefits, and risks. 
Medical News Today. Available at: 
https://www.medicalnewstoday.com/articles/156488.php Accessed on: 12 
November 2019. 
Zar, H. & Ferkol, T., 2014. The global burden of respiratory disease-Impact on 
child health. Pediatric Pulmonology, 49(5), pp.430-434. 
  
APPENDIX A: PERMISSION LETTER 
RE: Permission to conduct data capture at the UJ Homoeopathy Training Centre 
(HTC) in Doornfontein 
I, Celia Meldrum, am registered for a Master of Technology in Homoeopathy at the 
University of Johannesburg. My final academic task is to complete a mini 
dissertation. My dissertation is to formulate patient profiles and morbidity profiles 
for the UJ Homoeopathy Soweto Training site for one year, starting from July 2016 
to June 2017. 
This letter serves to request permission to conduct the data capture at the UJ HTC 
in Doornfontein. This would enable me to collect data quicker as the UJ HTC is 
open weekly, Monday to Friday. The UJ Homoeopathy Soweto Training Site is 
open only Tuesday and alternate Thursday afternoons. Patient files will not be 
compromised as the UJ HTC in Doornfontein has a dedicated, lockable file room 
in which files will be stored while not in use. No copies of the files will be made, 





I hereby give permission for Celia Meldrum to conduct data capture at the UJ 
Homoeopathy Training Centre in Doornfontein.  
Dr Tsele-Tebakang, Head Clinician, Homoeopathy Clinic 
(UJ)
Dr Razlog, Head of Department, Homoeopathy (UJ)
 
APPENDIX B: PERMISSION LETTER 
RE: Permission to consult the UJ Homoeopathy Soweto Training site Data Base 
and Files 
I, Celia Meldrum, am registered for a mini dissertation for a Master of Technology 
in Homoeopathy at the University of Johannesburg. My dissertation is to formulate 
patient profiles and morbidity profiles for the UJ Homoeopathy Soweto Training 
site for one year, starting from July 2016 and ending June 2017. 
In order to carry out my research, I require access to the UJ Homoeopathic Training 
Centre (HTC) database for the UJ Homoeopathy Soweto Training site, as well as 
access to the files at the UJ Homoeopathy Soweto Training site. This letter serves 
to request permission to access this database as well as the above mentioned files. 
Patient confidentiality will be maintained as no names will be included in the data 
capture.  
No copies of the files will be made, and no files will be allowed to leave UJ HTC 




I hereby give permission for Celia Meldrum to access the UJ HTC Database for the 
UJ Homoeopathy Soweto Training site and to then access the selected files at the 
UJ Homoeopathy Soweto Training site: 
Dr Tsele-Tebakang, Head Clinician, Homoeopathy Clinic (UJ)
Dr Razlog, Head of Department, Homoeopathy (UJ)
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APPENDIX C: CONSENT AND CASE-TAKING FORM FOR 




APPENDIX D: COLLECTION SHEET WITH KEY 
Consultation type New 1 
 Follow-up 2 
Gender Not recorded 0 
 Female 1 
 Male 2 
Age To be represented in actual years 
Employment Status Not recorded 0 
 Unemployed 1 
 Employed 2 
 Pensioner 3 
 Self employed 4 
 Student/scholar 5 
Diagnosis: Was recorded as the actual 
diagnosis given and then grouped into 
systems 
No diagnosis 0 
Infectious disease 1 
Mental health 2 
Central nervous system 3 
Peripheral nervous system 4 
 Local infection 5 
 Female reproductive system 6 
 Male reproductive system 7 
 Endocrine system 8 
 Gastrointestinal system 9 
 146 
 Musculoskeletal system 10 
 Cardiac system 11 
 Peripheral circulatory system 12 
 Dermatological system 13 
 Upper respiratory system 14 
 Lower respiratory system 15 
 Sequelae of chronic disease 16 
 Visual system 17 
 Urinary system 18 
 Vestibulocochlear system 19 
Number of consultations per diagnosis To be represented by numerical value 
Co-morbidities None 0 
 Hypertension 1 
 Diabetes mellitus 2 
 COPD 3 
 HIV/AIDS 4 
 Tuberculosis (TB) 5 
 Other (specify condition) 6 
Prescribed conventional medications Not recorded 0 
Yes 1 
No 2 
 Other 3 
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